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HIS review covers some of the perti- 
nent papers which appeared in the 
literature between January, 1946 and 
August, 1948. It also includes a num- 
ber of reports published in 1945 which were omit- 
ted from our last review (273). In this article 
consideration is confined to the presentation of 
the more recent knowledge, both the advances 
and the retreats, in the study of function and 
diseases of the anorectocolonic tract. We have 
also summarized some of the recent information 
which has a bearing on colonic and anorectal 
surgery, such as chemotherapy and hemostasis. 


BASIC INVESTIGATIONS 


Lannon and Weller observed on dissection that 
the parasympathetic nerve fibers of the distal 
colon arise from the second and third sacral 
nerves and are distributed directly to the de- 
scending colon, although they send communi- 
cating branches to the hypogastric plexus. In 
general, the parasympathetic distribution does 
not follow the arterial blood supply. Because of 
the sacral origin, a parasympathetic function is 
attributed to these basic independent fibers. 
The parasympathetic nerve supply of the lower 
colon consists of from three to six fibers on each 
side of the bowel. The authors supported their 
thesis with clinical, physiologic, and roentgeno- 
logic evidence, as well as with the work of 
Lawrentjew who showed that each parasympa- 
thetic fiber on entering the wall of the intestine 
branches out and unites with a great number 
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of ganglion cells in the colonic enteric plexuses. 
Because of this multiplication phenomenon only 
a few parasympathetic fibers are necessary to 
transmit impulses up and down the entire lower 
colon. 

The practical implications are as follows: 

1. The pelvic parasympathetic nerves are in- 
terrupted in resection of the rectum and lower 
pelvic colon. 

2. Resections of the colon proximal to the 
midpoint of the descending colon (point of entry 
of the highest sympathetic colonic fibers) will 
cause a break in continuity of the colonic plexuses 
at the point of resection. It remains to be dem- 
onstrated whether this interruption of sacral 
sympathetic pathways will result in functional 
disturbance of clinical importance of that portion 
of the colon between the point of resection and 
the distal point of vagal supply which is in the 
=" transverse colon (see Arendt’s discus- 
sion). 

3. Periarterial stripping of the inferior mes- 
enteric artery advocated for the treatment of 
megacolon will cause no parasympathetic dys- 
function since the authors have shown that the 
colonic parasympathetic nerve supply does not 
follow the arteries. 

4. Presacral neurectomy would not result in 
vital damage to the parasympathetic function 
of the rectum or lower colon because the para- 
sympathetic nerves do not have a close associ- 
ation with the hypogastric plexuses. 

Kratzer and Dockerty confirmed the presence 
of preformed anal ducts in monkeys, human 
embryos, and adult human beings. The anal 
ducts course outward and downward from the 
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anal crypts, frequently penetrating the internal 
anal sphincter muscle. Some to per cent of these 
ducts have definite mucus-producing cells in 
their lining which in the majority of cases con- 
sists of transitional epithelium. About one- 
quarter of the ducts show a focal or diffuse peri- 
ductal inflammatory reaction. Almost go per 
cent of the ducts associated with cryptitis show 
an incidence of periductal inflammation. The 
authors believe that these anal ducts act as pos- 
sible pathways for the lateral spread of peri- 
ductal infection and may be responsible for the 
pathogenesis of ischiorectal abscess as well as 
anal fistula. The frequent occurrence of anal 
fistulas in the posterior arc of the anal canal 
corresponds to the preponderance of the open- 
ings of the anal ducts into anal crypts at this 
site. 

The clinical implications of infection of these 
semivestigial structures are also discussed by 
Whitney (289). 

Arendt considers Cannon’s point, located in 
the proximal third of the transverse colon, an 
important juncture point in the parasympathetic 
innervation of the colon between the cranial 
autonomic system, the vagus, and the sacral 
autonomic supply to the colon. In certain ani- 
mals Cannon’s point, marking the change from 
cranial to sacral parasympathetic innervation, is 
identified as a contraction ring, which in man 


may be identifiable roentgenologically. 

Weeks studied the simultaneous effect of stim- 
uli on the small and large intestine through an 
unrepaired lower abdominal wound containing 
loops of ileum and sigmoid. Neostigmine pro- 
duced considerable activity in the ileum and 


only slight activity in the colon. Morphine 
stimulated the small bowel mildly and had no 
effect on the colon. Betahypophamine produced 
active peristalsis of the transverse and sigmoid 
colon and only mild stimulation.of the ileum. 
A hypertonic solution of dextrose administered 
intravenously had practically no effect on the 
intestines, while a hypertonic solution of sodium 
chloride stimulated the small intestine. Calcium 
gluconate injected intravenously failed to calm 
peristalsis already present, and atropine alone 
exerted no effect. Spinal anesthesia increased 
the tone of the entire intestine to a pronounced 
degree. No effect was observed on the appli- 
cation of hot or cold water bags to the surface 
of the abdominal wall. Moderate activity of the 
small bowel resulted from the ingestion of food. 
Excitement produced pronounced peristalsis of 
the ileum and evacuation of the stool from the 
stoma of the transverse colostomy. 
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Shoshkes reported his observations on the re- 
actions of an exteriorized segment of the colonic 
mucosa to the local application of various sympa- 
thomimetic and parasympathomimetic drugs. 
The reaction of the colonic mucous membrane 
varied to a great degree both qualitatively and 
quantitatively, and strikingly resembled the re- 
actions of other available mucosal surfaces, such 
as that of the nose. Of the sympathomimetic 
agents, epinephrine and ephedrine were the most 
effective, while pilocarpine and eserine were the 
most effective of the parasympathomimetic 
drugs; the subjects who reacted most strongly 
to the sympathetic drugs usually reacted more 
strongly to the parasympathetic series of drugs. 
The strongest reaction to epinephrine consisted 
of an immediate well circumscribed blanching of 
the mucous membrane, followed shortly by 
marked depression of the area in relation to the 
surrounding mucosa, marked drying or paucity 
of mucus production, with multiple pin-point 
telangiectasia in the region of reaction. 

Alvarez (6) editorially discussed Friedman and 
Snape’s work on the color changes in the colonic 
mucous membrane when affected by food and 
psychic stimuli as observed in 3 children with a 
colostomy stoma preparatory to the surgical cor- 
rection of an anorectal deformity. Mild painful 
stimuli applied to the abdominal wall near the 
colonic stoma produced prompt blanching of the 
mucosa with a return of the normal color in 
about 10 minutes; in some instances the mucosal 
blanching was followed by reddening. Antici- 
pation of pain sometimes produced prompt 
blanching. Sometimes a mucosal blanching was 
brought about by a discussion of the child’s un- 
pleasant past experiences. The smell or sight of 
appetizing food produced pronounced reddening 
and engorgement of the mucous membrane. Dur- 
ing the act of eating the mucosa remained en- 
gorged, and it returned to normal after eating. 
During the extrusion of feces from the colostomy 
opening the mucous membrane was pale; en- 
gorgement followed immediately after the termi- 
nation of the defecatory act. Alvarez believes 
that these observations are of importance because 
such mucosal changes in the alimentary tract 
probably influence absorption and secretion as 
well as absorption and secretion of gases. 

McKenney studied the physiologic use of 
water, especially its relationship to constipation. 
He reported that the inclusion of two or more 
glasses of water with meals resulted in the disap- 
pearance of constipation in 256 patients. 

A semisquamous epithelial layer covering the 
mucosa of the entire gastrointestinal tract and 
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emerging at the anus to become continuous with 
the stratum corneum of the skin was described 
by Duran-Jorda. Because of the rapid autodi- 
gestion this layer can be visualized microscopical- 
ly only on freshly removed surgical specimens. 
These anatomic studies are discussed in relation- 
ship to the histopathology of ulcerative colitis. 

The employment of orally administered slight- 
ly soluble sulfonamides as adjuvants to colonic 
surgery is almost universal. Coller, who in the 
past had not utilized these drugs, stated in his 
most recent paper on colonic cancer that the ad- 
vent of sulfonamide drugs made possible the safe 
return to the one-stage colonic resection. This 
view coincides with the expressed opinion of 
Behrend and others. However, it should be re- 
membered that for unexplained reasons even 
large doses of these drugs may be ineffective in 
the occasional patient (219). 

Poth (210) has recently stated that when the 
slightly soluble sulfonamides are properly ad- 
ministered they will modify the bacterial flora 
of the colonic contents, allow a satisfactory pre- 
operative mechanical preparation of the large 
intestine, favor early healing at the line of the 
suture or anastomosis and reduce the incidence 
of postoperative peritonitis and wound infection. 
He (209) stated that on the third postoperative 
day the control animals showed edema, extensive 
polymorphonuclear infiltration, but no evidence 
of revascularization or fibroplasia, while in the 
treated animal, healing and orderly fibroplasia, 
revascularization, slight edema, and moderate 
polymorphonuclear infiltration were descernible. 
Advanced healing of the intestine following open 
suture was noted by the fifth postoperative day 
in the treated experimental animals, while little 
evidence of healing was discernible in the control 
animals. Bell in a comparative study showed 
that the incidence of infection and mortality rate 
were lower in patients in whom a slightly soluble 
sulfonamide drug was employed preoperatively 
than in those in whom the drug was not used. Also, 
by lowering the incidence of infection the re- 
covery period was shortened. Pemberton (204) 
revealed that at the Mayo Clinic the fatality 
rate before 1939 varied between 15 and 20 per 
cent. A slight decrease occurred in 1939, the 
year in which the sulfonamide drugs were first 
casually or intermittently used, and then in 1940 
there was a precipitous decrease to around 5 per 
cent where the rate has since remained. With this 
decline in mortality rate there was an appreci- 
able increase in the surgical resectability rates 
of colorectal lesions. Furthermore, before the 
“sulfa” era about 6 per cent of the patients died 
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of postoperative peritonitis, whereas with the 
employment of the sulfonamide compounds the 
mortality rate from peritonitis has been reduced 
to about 1.7 per cent. Similarly, the mortality 
from postoperative bronchopneumonia was re- 
duced from 2.2 to about 0.6 per cent. A 50 per 
cent reduction of fatal pulmonary embolism dur- 
ing the period of sulfonamide chemotherapy has 
also been observed. Pemberton believes that the 
changes in colonic surgery since the introduction 
of chemotherapy have been as spectacular and 
revolutionary as those produced by iodine ther- 
apy in the surgery of exophthalmic goiter. 

The healing time of anorectal wounds was not 
influenced by these drugs (248). 

Because of the occasional tendency toward 
bleeding during the administration of the slight- 
ly soluble sulfonamide drugs, as observed by 

—Sanders and Halperin, and Bell, it is advisable to 
administer vitamin K preoperatively and postop- 
eratively. The bleeding may be caused by a dis- 
turbance in the prothrombin time as a result of 
the interference with synthesis of vitamin K in the 
intestinal tract. These remarks are true also of 
the oral administration of streptomycin (219). 

A fatal reaction to sulfathalidine has been re- 
ported (251) in a woman aged 28 years who de- 
veloped acute myocarditis; the pathologist de- 
scribed the myocarditis as “probably due to 
sulfathalidine” after the administration of a 
total dose of 32 gm. This solitary case serves 
as a reminder that this drug, in common with 
other sulfonamides, may be dangerous. 

Sodium phthalylsulfacetimide, the newest of 
the slightly soluble sulfonamide drugs, is now be- 
ing subjected to clinical investigation (238). 

Boyd and Dingwall (38) showed that the oral 
administration of a suspension of microcrystalline 
sulfadiazine, a soluble sulfonamide, has an ad- 
vantage over tablets in that higher concentra- 
tions of the drug in the blood were attained 
more quickly. These authors (39) also showed 
that lactates accelerated the absorption of sulfa- 
diazine microcrystals from the gastrointestinal 
tract and gave higher initial concentrations of 
the drug in the whole blood and in blood plasma. 
Lactates also accelerated the output of total and 
free sulfadiazine in the urine and increased the 
urinary pH. Lactates are preferred to other 
salts. No signs of renal damage or other un- 
toward clinical reactions were observed. 

Lehr investigated the toxicity, absorption, and 
secretion of combinations of sulfadiazine-sulfa- 
thiazole, sulfadiazine-sulfamerazine, and sulfa- 
diazine-sulfathiazole-sulfamerazine in albino rats. 
These combinations of partial dosages were de- 
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cidedly less toxic than any one of their separate 
constituents in equal or comparable total dosage. 
The mixture of three sulfonamides was less toxic 
than the combination of any two of these drugs. 
Mixtures of sulfonamides were more completely 
absorbed and excreted than equal amounts of 
their individual constituents. Blood concentra- 
tions from mixtures were distinctly higher than 
expected on the basis of mathematical compu- 
tations from the values of concentrations of the 
single sulfonamides. It is believed that in human 
therapy the employment of a mixture contain- 
ing three sulfonamides would almost completely 
eliminate the possibility of concrement formation 
in the urinary tract on the routine dose level. Since 
sulfathiazole is being eliminated from prepara- 
tions acceptable by the Council of Pharmacy and 
Chemistry, this drug will be eliminated in the 
future from sulfonamide mixtures. 

Sulfonamides do not prevent the development 
of local infection, but they may control it in 
contaminated wounds and thus prevent invasive 
infection (4,183). There appears to be no justifi- 
cation for the prophylactic use of these agents 
in clean wounds; the “baptism” of every wound 
with a sulfonamide drug is unnecessary. This is 
true also of the use of antibiotics. 

Streptomycin, an antibiotic derived from the 
Actinomyces griseus and developed by Waksman 
(Proc. Soc. Exp. Biol. N.Y., 1944, 55: 66), is 
effective against all of the common intestinal 
pathogens including the Streptococcus faecalis 
and the anaerobic organisms of the Welch type. 

Prophylactically, in preparation of the patient 
for colonic resection, streptomycin when ad- 
ministered orally has been shown by Zintel et al. 
(299) to be retained in the intestinal tract where 
it acts as an effective intestinal antiseptic. In a 
dosage of 1 gm. per day for a period of from 6 
to 10 days, streptomycin appeared to be a very 
effective agent in reducing the bacterial count 
in the feces. In this dosage it reduced the coli- 
form organisms to a greater degree than succinyl- 
sulfathiazole and reduced the Streptococcus 
faecalis and Clostridia to a much greater extent 
(300). Bacon and Rowe (19) employ a combina- 
tion of streptomycin with phthalylsulfathiazole. 
As already noted, it is advisable to administer 
vitamin K concurrently, as orally administered 
streptomycin, like the sulfonamides, may produce 
hypoprothrombinemia by affecting the bacterial 
synthesis of vitamin K. 

In general it is best to administer streptomycin 
intensively for a short duration as micro-organ- 
isms develop resistance to this antibiotic in- 
credibly fast (196). 
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Following colonic resection a combination of 
streptomycin and penicillin is administered as a 
prophylactic against peritonitis (219), especially 
since it has been shown by Zinsser and Zintel 
that these two antibiotics are useful in preventing 
the spread of peritonitis following peritoneal soil- 
ing. It has also been shown that following intra- 
muscular injection, streptomycin is found in sig- 
nificant amounts in the peritoneal fluid of normal 
dogs as well as in dogs with experimentally pro- 
duced acute diffuse peritonitis (194). Various 
authors employ penicillin, sulfonamide drugs, and 
various combinations of these therapeutic agents 
in addition to streptomycin. 

Shigella and Salmonella infections respond well 
to streptomycin (214). The most striking re- 
sults are obtained during the first or initial at- 
tack of illness and in the patients who are given 
streptomycin both orally and parenterally. In 
idiopathic chronic ulcerative colitis the results 
are equivocal. In some cases streptomycin con- 
trols fever and toxicity during the acute exacer- 
bation; in other patients this antibiotic may 
bring about a remission by its action on the 
secondary infection. It has been used by many 
as a therapeutic trial in all cases of ulcerative 
colitis. 

Amebic colitis and typhoid fever are unin- 
fluenced by streptomycin. 

In tuberculous enteritis, streptomycin admin- 
istered intramuscularly seems to exert a bene- 
ficial effect (263). Favorable results after the 
local application of streptomycin to tuberculous 
ischiorectal lesions have been recorded (267). 
Beneficial results in similar lesions after the par- 
enteral administration of streptomycin have also 
been observed by one of us (R.T.). In spite of 
definite limitations at the present time, strepto- 
mycin is the only practical antibacterial agent 
which is useful in the therapy of tuberculosis (124). 

In general, the local antibiotic activity of baci- 
tracin is similar to that of penicillin. However, the 
Endamoeba histolytica is bacitracin-sensitive, as 
are some penicillin-resistant organisms. Bacitra- 
cin is absorbed in a small degree by the gastro- 
intestinal tract but is not destroyed by plasma, pus, 
blood and necrotic tissue. Bacitracin should not 
be used systemically because of its nephrotoxic 
action. 

Polymyxin, a new antibiotic, which was first re- 
ported in May, 1947, was investigated clinically 
and experimentally by Schoenbach et al. Poly- 
myxin is highly active in vitro against gram- 
negative micro-organisms. In experimental in- 
fections produced by these organisms in mice, 
polymyxin appeared to be therapeutically su- 
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perior to streptomycin; its toxicity in experi- 
mental animals, however, is greater than that of 
penicillin or streptomycin. 

Duca and Scudi observed that methenamine 
mandelate is not much different from sulfathia- 
zole and streptomycin in its activity against 
organisms isolated from infections of the urinary 
tract. Resistance to methenamine mandelate, in 
contrast to resistance to streptomycin and sulfa- 
thiazole, is either absent or insignificant. Further- 
more, micro-organisms that become resistant to 
sulfathiazole or streptomycin are susceptible to 
methenamine mandelate. These facts appear to 
be of importance in the treatment of urinary 
tract infection following proctectomy. 

With regard to new hemostatic agents, Correll 
and Wise showed that thrombin and penicillin 
are rapidly destroyed by oxidized cellulose, but 
that their potency was not affected by solutions 
in which absorbable gelatin sponges were sus- 
pended. The destruction or inactivation of 
thrombin by oxidized cellulose was also observed 
by Olwin and Wahl. This destructive effect is 
believed to be produced by the extreme acid 
character of oxidized cellulose which may cause 
local annoying irritation when applied to anal 
wounds (274). Streptomycin was found to be 
stable and ascorbic acid showed little deterior- 
ation in the presence of either of these hemostatic 


agents (62). Rosser (227) discussed the use of 
oxidized cellulose and the absorbable gelatin 


sponge as dressings in anorectal wounds. He 
believes that both of these hemostatic agents 
satisfy the criteria for desirable postoperative 
anal dressings. They should be applied as small 
single dressings to individual wounds and should 
not be used as an occluding pack. Pruitt seems 
to favor oxidized cellulose, while Kerr, and Turell 
(274) prefer the gelatin sponge. 

Laufman and Method studied the effects of 
absorbable hemostatic agents on colonic anasto- 
mosis of dogs unprotected by sulfonamides or 
antibiotics. In most dogs they observed that 
when the hemostatic substances were applied to 
anastomoses of the descending colon there re- 
sulted a deleterious local reaction which caused 
disruption of the anastomosis and eventuated in 
fatal peritonitis in most of the experimental 
animals. In the few dogs in which the anastomo- 
sis was unaffected there was evidence of a greater 
peritoneal reaction than in the control animals. 
It is suggested that when absorbable hemostatic 
agents are used in open intestinal surgical pro- 
cedures they should be eliminated before the 
peritoneum is closed or other means of hemosta- 
sis should be utilized. 
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It remains to be determined whether sulfona- 
mides or antibiotics will overcome the deleterious 
effects of the hemostatic agents and render these 
substances useful in colonic anastomoses. 


NEOPLASMS—-BENIGN 


An adenoma is a glandular structure showing 
proliferation of the colonic epithelium without 
invasion of the wall of the bowel. This lesion is 
generally regarded as a benign tumor. Helwig 
(119) reported a comprehensive investigation of 
adenomas based on a study of 1,460 consecutive 
autopsies in which the entire colon was available 
for examination. The problem of evolution of 
adenomas and their relation to carcinoma re- 
ceived special attention. He believes that adeno- 
mas are not the result of a reaction consequent 
to an inflammatory process although many may 
contain inflammatory cells. Also, lymphoid 
nodules are not prerequisites to the development 
of adenomas. The incidence of polyps increases 
with age. The small adenomas preserve a regular 
outline, while the larger ones may be lobulated 
or villous. Most gdenomas are pedunculated. 
Close scrutiny will disclose short stalks that are 
missed on routine examination. Microscopic 
studies reveal structural variations among dif- 
ferent adenomas as well as in single adenomas. 

The incidence of adenomas has been reported 
as high as 69 per cent (13). Exclusive of the first 
year of life, approximately 3 per cent of children 
have adenomas (118). 

Helwig is of the opinion that the colonic car- 
cinomas usually develop in adenomas. In this 
opinion he is joined by many authorities (13, 57, 
120). In agreement with Swinton and Warren 
(J.Am.M.Ass., 1939, 113: 1927), Helwig con- 
siders anaplasia, irregularity of architecture, and 
invasion as the microscopic criteria for determi- 
nation of the fact whether a cancer arises from 
an adenoma. Atwater and Bargen believe that a 
benign adenoma is but “one stage in the patho- 
genesis of a carcinoma.” In advanced lesions the 
progression of a malignant process may destroy 
the original adenomatous architecture beyond 
histologic recognition (119, 269). 

On the other hand, Colvert and Brown believe 
that rectal adenomas are either malignant in the 
beginning or tend to become malignant very 
early; they found no evidence that malignancy 
tends to develop in benign adenomas with the 
passage of time. 

It is generally ‘conceded that when a single 
adenoma is found, the entire colon should be 
examined by all means at our disposal in a search 
for additional polyps. This includes sigmoidos- 
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copy after thorough preparation and double-con- 
trast roentgenography of the colon (58, 265). 

Treatment of benign adenomas and those with 
noninvasive focal carcinomatous transformation 
(showing a combination of mitotic figures, hyper- 
chromatic nuclei, and a piling up of the mucosa 
without evidence of invasion of the muscularis 
mucosae) may be safely and effectively carried 
out by means of direct fulguration, a high fre- 
quency electric snare, or by local surgical ex- 
cision (33, 151, 266). Womack favors surgical 
extirpation because thus the lesions and the 
underlying rectal wall are removed and become 
available for histologic studies for a definite 
determination of invasion. 

Invasive adenomas should be regarded as frank 
carcinomas and accorded radical surgery. 

At the Memorial Hospital, New York, villous 
or papillary adenomas are considered to be growth 
variants of the common mucosal adenoma. These 
tumors attain a large size, occur largely in the 
rectum and sigmoid in an older age group of pa- 
tients, are relatively rare in comparison with 
other adenomas or adenocarcinomas, and tend to 
recur after treatment. Resection of the rectum is 
advocated for rectal villous adenomas with atyp- 
ical cell structure which cannot be removed by 
local surgical excision. Repeated “‘cautery-snare” 
removal or fulguration is reserved for lesions of 
“entirely benign structures” (Sunderland, D. A., 
and Binkley, G. E. Cancer, 1948, 1: 184). 

Because of the well known potentiality of vil- 
lous adenomas to undergo malignant transforma- 
tion, we do not practice repeated fulgurations in 
situ by means of electrodes. The benign villous 
polyps are removed with a high frequency snare 
when they are pedunculated, or they are extirpat- 
ed widely and cleanly by means of a double loop 
resector when sessile. This form of treatment is 
also used when noninvasive cell atypism is present 
(Turell, R. Treatment in Proctology, Baltimore: 
Williams & Wilkins Co., 1949). 

Familial polyposis or adenomatosis is a heredo- 
familial lesion behaving as a mendelian recessive 
and is transmitted by genes. In many instances, 
the persons in these families who escape polypo- 
sis develop localized cancer of the colon or rec- 
tum several years earlier than the average indi- 
vidual. Apparently an inherited factor is largely 
responsible for the development of polyposis 
while the precipitating cause plays a much smal- 
ler role. Gass stated that no known patient has 
ever been born with this disease. Dixon (76) 
has observed 2 infants, each one 18 months of 
age, who were afflicted with this disease; these 
are probably the youngest recorded patients. 
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The entire colon may be studded with small 
and large polyps; rarely, the vermiform appendix 
is also involved (168). This polypoid disease 
may be dormant and benign for many years but 
once malignant change takes place it may affect 
many polyps in different segments of the colon 
at the same time (76). This fact alone makes 
early colectomy advisable. When malignant 
transformation occurs the problem is no longer 
that of benign disease but that of cancer of the 
colon. 

Guptill believes that the procedure of choice 
is, first, fulguration of the polyps in the rectum, 
then an anastomosis of the ileum to the rectum 
(at the level of 8 cm. from the anal orifice), to 
be followed by a two-stage colectomy and sub- 
sequent close observation. In order to obviate 
delay and to avoid an increased risk of the 
anastomosis after fulguration as a result of edema 
and scarring of the bowel wall, Dixon and Ben- 
son (76) first perform an isoperistaltic side-to- 
side ileorectosigmoidostomy, using an open meth- 
od of anastomosis, and excise the colonic polyps 
in the vicinity of the anastomosis. At the second 
stage, resection of the colon is performed through 
a long transverse incision, and subsequently the 
polyps in the rectum and rectosigmoid are ful- 
gurated. 

Proctectomy and total colectomy is usually 
indicated in those cases in which carcinoma of 
the rectum is present or when the polyps are so 
numerous that they cannot be eradicated procto- 
scopically. Proctectomy is at times indicated for 
uncontrollable bleeding resulting from recurrent 
rectal polyps following colectomy. In such cases, 
Charrier anastomoses the terminal ileum to the 
anus with preservation of sphincter control. 
Ravitch and Sabitson have reported favorably 
on the possibility of anal ileostomy with preser- 
vation of the sphincter in patients requiring 
total colectomy for benign lesions. The tech- 
nique of this operation in dogs was described. 

In summary, it may be stated that the pre- 
ponderance of opinion holds that adenomas have 
malignant propensities and that they should be 
extirpated. Even benign asymptomatic adeno- 
mas should be removed soon after the discovery 
of their existence. In skilled hands, electrother- 
my is a safe and effective procedure for the eradi- 
cation of the polyps situated within the reach of 
the endoscope; local surgical excision has also 
yielded good results and is employed especially 
for lesions situated above the reach of the sig- 
moidoscope. Pedunculated adenomas with focal 
malignant transformation but without evidence 
of invasion of the muscularis mucosae also may 
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be extirpated effectively by electrothermy or 
local excision. Adenomas showing invasion into 
the rectal wall should be regarded and treated as 
frank carcinomas. 

There still is a need for unanimity of nomen- 
clature or classification of colonic polyps. 

Lymphomas are always benign, often polypoid 
in character, resembling adenomas, and usually 
appear as solitary nodules. They are free from 
associated generalized lymphoid disease; the 
main associated lesions are hemorrhoids and pro- 
lapse. Li studied 26 benign lymphomas of the 
rectum seen during the period from 1920 to 
1946 and reviewed 23 additional cases reported 
in the literature. Her histopathologic description 
is as follows: “It is a noncapsulated yet well- 
circumscribed and often lobulated nodular growth 
which is composed exclusively of lymphoid tissue. 
This in turn is framed or supported by reticular 
tissue. The submucosal nodule often extends 
through the muscularis mucosae and involves 
the mucosa. Invasion of the underlying muscu- 
lar coat has never been observed. The nodule is 
made of units of lymph follicles which contain 
all the cellular elements normally found in the 
lymphoid follicles of the intestine. Mitotic fig- 
ures, regardless of their number, remain well 
within the limit of the germinal center. The 
number of mitoses varies among different folli- 
cles from the same case as well as from one case 
to another. A diffuse infiltration of different 
forms of wandering cells in varying intensity is 
many times encountered. The overlying mucosa 
suffers from compression of the underlying 
nodular growth, becomes, therefore, thin and 
straightened, and is thus exposed to mechanical 
injury.” Lymphomas are differentiated from 
adenomas and lymphosarcomas by histologic and 
cytologic means. Lymphosarcomas are com- 
posed of small lymphoblasts in the case of the 
lymphocytic cell lymphosarcoma or of large cells 
in the case of reticulum cell lymphosarcoma. 
The differentiation is difficult when the tumor 
contains giant follicles. There is no evidence to 
support the view that lymphosarcomas can de- 
velop from lymphomas. It has not yet been 
determined whether lymphomas are true neo- 
plasms or simple localized hyperplasias. 

It is worth emphasizing that in addition to 
enumerating the histologic features of lympho- 
mas, Li considers lymphomas as benign because 
recurrences were not observed in 33 of 49 patients 
who had been followed up for various periods of 
time. 

Ehrlich and Hunter (85) reported 53 instances 
of benign lymphoid polyps of the rectum which 
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they considered as belonging to the lymphoma 
group. These tumors responded well to local 
excision; no later recurrences or transformations 
into malignant states have been observed. 

Carcinoids are most commonly confused with 
adenocarcinomas. None of Ehrlich’s 10 carci- 
noids in the rectum was treated by radical 
measures; however, Jackman (134) regards carci- 
noids as a low grade type of malignant lesion 
which may be invasive locally and in some in- 
stances may show extensive metastasis. The first 
case of multiple carcinoids of the rectum was 
recently reported (225). 

To date only 32 carcinoid tumors of the rectum 
have been reported. Of these, 4 have been asso- 
ciated with distant (liver, kidney, thyroid, and 
distant lymph nodes) metastases. (Pearson, C., 
and Fitzgerald, P. J. Ann. Surg., 1948, 128: 128). 

Lazarus and Marks reviewed 37 benign tumors 
of vascular origin arising within the intestinal 
tract and reported 1 personal case. Eight vas- 
cular tumors occurred in the colon alone. The 
pathologic diagnoses were as follows: 6 nevi; 11 
angiomas; II cavernous angiomas; 5 capillary 
angiomas. Associated skin nevi were present in 
3 instances. The tumors occurred singly or 
multiply. Profuse intestinal bleeding was the 
outstanding symptom. Single tumors that were 
amenable to resection yielded the most satis- 
factory therapeutic results; the prognosis for 
multiple tumors was poor. 

Intestinal endometriosis can best be diagnosed 
microscopically. (See also gynecologic aspects). 
Endometriosis may coexist with cancer, and 
sometimes may undergo malignant degeneration. 
It has been estimated (261) that from 2 to 4 per 
cent of all women during active menstrual life 
have some degree of rectosigmoidal invasion or 
infiltration of endometrial tissue. Castration 
without intestinal resection will cure intestinal 
endometriosis. McGuff believes that discreet 
endometrioma of the bowel causing intesti- 
nal obstruction in young women in whom the 
pelvic organs are essentially normal calls for a 
radical bowel operation with a conservative 
genital procedure. 

Tenner reported an experience with 12 intes- 
tinal lipomas. The colon is a frequent site 
of lipoma, which is a differentiated benign neo- 
plasm. Ulceration of the mucous membrane 
covering the lipomas was observed in 11 in- 
stances. The ulceration is ascribed to pressure 
injury as in intussusception, to trauma as in 
partial obstruction, or to infarction as from 
pressure on the blood vessels from the growth 
and development of the tumor. A preoperative 
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diagnosis of a malignant lesion is frequently made 
largely because of the obstructive nature of the 
disease and the age of the patient; the average 
age of this group of patients was 53 years. 
Intestinal obstruction may be produced directly 
by the lipoma or indirectly by intussusception 
due to the tumor. Lipomas may originate sub- 
mucously, intramuscularly, intermuscularly, or 
subserously. The treatment is surgical; local 
excision through a colotomy is the procedure of 
choice. Occasionally, resection of the segment of 
bowel containing the lipoma is performed. Occa- 
sionally lipomas are expelled spontaneously. 

Jackman (134) stated that although most sub- 
mucosal nodules are benign, some of the asympto- 
matic submucosal ones of the rectum discovered 
on routine proctoscopic examination may be 
malignant or may possess malignant propensities. 
These isolated nodules are covered by normal 
mucous membrane and may vary in size from a 
few millimeters to 3 or 4 cm. in diameter. These 
lesions may be confused with mucosal or anal 
polyps, or extrarectal masses. At the Mayo 
Clinic the exact nature of such nodules in 87 
consecutive patients was determined by excision 
and microscopic examination. Among the benign 
lesions there were 49 chemical tumors which re- 
sulted from the therapeutic submucous injection 
of sclerosing solution (a history of antecedent 
injectional therapy is helpful in the differential 
diagnosis); 3 fibromas with adherent overlying 
mucosa; 3 lipomas with a freely movable over- 
lying mucosa; 2 leiomyomas with a freely mov- 
able mucosa; 24 inflammatory lesions (8 phlebo- 
liths, 1 fecalith, 2 enlarged lymph nodes, 3 
mucous cysts, 2 enlarged lymph follicles, 4 in- 
flammatory reactions about cholesterin crystals, 
and 4 other examples of an inflammatory process). 
The other lesions consisted of 2 lymphosarcomas 
and 4 carcinoids. 


NEOPLASMS—MALIGNANT 


The importance of an expert knowledge of the 
blood supply of the colon in the presence of 
malignant tumors was stressed by Hinton and 
Localio. They presented color illustrations of the 
blood supply of the colon and indicated which 
vessels are to be preserved at the various levels 
of resection of segments of the colon. Thus, in 
resection of the right colon, when the terminal 
ileum, cecum, ascending colon, and _ hepatic 
flexure are removed, the right colic artery is 
ligated but the middle colic artery is preserved. 
The colon is sectioned at a 45 degree angle in 
order to insure an adequate blood supply at the 
antemesenteric border. In resection of the 
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transverse colon the left colic artery is preserved. 
In some instances, the middle colic artery ma 
also be preserved. Wangensteen and Toon (280) 
divide the middle colic artery when the marginal 
vessels are well developed. In resection of the 
splenic flexure, branches of the middle and left 
colic arteries are ligated, but the main arteries 
are preserved. In resection of the rectosigmoid, 
the superior hemorrhoidal artery is ligated, and 
the upper sigmoidal, middle, and inferior hemor- 
rhoidal arteries are preserved. 

Bacon and Smith (22) described and corre- 
lated the pattern of the arterial blood supply of 
the sigmoid and upper rectum with their tech- 
nique of abdominoperineal proctosigmoidectomy. 

Wangensteen and Toon (280) pertinently 
pointed out that the term rectosigmoid is a 
rather arbitrary and not strictly anatomic desig- 
nation. The present arbitrary upper limit of the 
rectum is at the level of the third vertebra and 
the segment of colon between this upper rectum 
and the distal sigmoid is termed rectosigmoid. 
However, this anatomic designation is not ac- 
cepted by all surgeons. 

Some describe the rectosigmoid as the point at 
which the sigmoid loses its mesentery. The bowel 
below this level is considered to be the rectum. 

The most common type of malignancy en- 
countered in the colon is adenocarcinoma which 
may occur in a nodular, scirrhous, colloid, or 
papillary form (27, 57). The neoplasm may be 
single or multiple (about 5 per cent are multiple): 
Rewell reported 2 rectal cancers in sisters; one 
had multiple colonic polyposis and the other had 
multiple telangiectasis. Mider recorded 21 pa- 
tients with multiple carcinomas of the colon. 
Ehrlich and Hunter (85) stated that the carci- 
nomas of the colon and rectum make up 80 
per cent of all neoplasms of the intestinal tract. 

A study of the site of the growth of 1,457 
carcinomas of the colon by Boehme and Hanson 
showed that about 75 per cent of these lesions 
were located in the sigmoid, rectosigmoid, and 
rectum. It also showed that about 70 per cent 
of the colonic cancers can be palpated digitally 
or detected sigmoidoscopically. This is in agree- 
ment with Jackman, Neibling, and Waugh (136) 
who found that of 817 patients studied 54.3 per 
cent had malignant lesions palpable digitally, and 
in an additional 16.2 per cent the lesions could 
be detected sigmoidoscopically. It is also of 
interest to note that of the remaining 29.5 per 
cent of patients, 28.4 per cent had carcinomas 
that were detectable on roentgenography and 
only 1.1 per cent had malignancies which were 
discovered at abdominal surgical exploration. 
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The spread of carcinoma occurs by direct local 
extension and through the blood or the lym- 
phatic streams. It is emphasized that the colonic 
lymphatic vessels usually follow the arteries. 
Miles, as early as 1908, stated that cancer of the 
rectum may spread upward, laterally, and down- 
ward. Subsequently it was shown that the 
downward spread is uncommon and occurs only 
when the lymphatics above the tumor are 
blocked by metastasis. It was also believed that 
the intramural spread of cancer cells occurs rare- 
ly below the lower margin of the tumor. Gil- 
christ and David (100) in a recent article again 
showed that the lymphatic spread is primarily 
embolic, and that further spread is checked in 
the lymph node until it is completely over- 
whelmed by carcinoma. Then further embolic 
spread may continue through the collateral chan- 
nels; spread from node to node is uncommon. 
They also reported retrograde metastases in nodes 
1 to 5 cm. below the lower border of the neo- 
plasm in 7 of 153 cases of malignant lesion 
situated below the promontory of the sacrum. 
Connell and Rottino studied the intestinal seg- 
ments below the border of the malignancy by 
making hundreds of serial sections of the bowel 
wall in each of the 9 specimens studied; clearance 
of the lymph nodes alone was not relied upon. 
They found malignant tumor cells in lymph 
channels of one specimen as far downward as 7 
cm. from the lower border of the neoplasm. In- 
tramural tumor cells were found in 4 additional 
specimens. Bacon and Rowe (19) reported that 
146 specimens of bowel removed at operation 
were sectioned serially at 2, 4, and 6 cm. below 
the neoplasm with the finding of invasion in 
only 1 instance at a 6 cm. level. Venous in- 
vasion was also observed in 12.9 per cent. 

Also, it has now become increasingly appre- 
ciated that carcinomas situated in the region 
supplied by the inferior and middle hemorrhoidal 
blood vessels, particularly neoplasms in the 
ampulla, spread laterally along the vessels, the 
levator ani muscles, and sometimes caudally 
through the ischiorectal fossa. This lateral lym- 
phatic spread of rectal carcinoma demands radi- 
cal surgical procedures and imposes definite re- 
strictions on operations that do not remove the 
perirectal structures with the associated lym- 
phatics (see later discussion). 

The content of potassium and calcium in 
colonic carcinomas and papillomas was studied 
by Dunham, Nichols, and Brunschwig. They 
observed that the carcinomatous mucous mem- 
brane contains less calcium and more potassium 
than the adjacent normal mucosa. In papillomas 
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the potassium content was similarly increased, 
but the degree of reduction of calcium was less 
marked than in the carcinomas. 

Herly, by introducing methyl-cholanthrene into 
the abdominal cavity of young male mice, pro- 
duced ascites in 50 days and sarcomas in those 
mice which survived for 90 days. This ascitic 
fluid, when introduced intra-abdominally into 
other mice of the same strain, produced ascites 
and malignant tumors. When the ascitic fluid 
of the second series of mice was introduced intra- 
abdominally into a third series, ascites and sar- 
comas again were produced. The undetermined 
active tumor-producing agent could be destroyed 
by’ a. and by exposure to a temperature of 


Rabinovitch, Grayzel, Swyer, and Pines re- 
ported a study of 5 cases of sarcoma of the colon 
and g of the small intestine. Their comparative 
studies showed that the relative proportion of 
sarcoma to carcinoma of the small intestine is 
approximately 1 to 5.5, of the large intestine 1 
to 275, and of the rectum 1 to 577. They empha- 
sized that, contrary to the general belief, carci- 
noma of the small intestine occurs more frequent- 
ly than sarcoma. 

Sarcomas arise from specific constituents of 
the intestinal wall. The lymphosarcomas re- 
semble lymphoid tissue normally present in the 
intestinal wall. The reticulum-cell sarcomas re- 
semble the large pale-staining cells forming the 
reticulum of the lymph follicles. Thus, this 
tumor is also believed to arise from lymphoid 
tissue. The leiomyosarcomas resemble the 
smooth musculature of the intestine. The neuro- 
fibrosarcomas consist of nerve fibers and con- 
nective tissue and originate from the nerve ele- 
ments of the intestinal wall. Apparently com- 
plete resection of these lesions offers the best 
prognosis. 

The occurrence of lymphosarcoma in a pedun- 
culated rectal polyp was reported by Harris and 
Feigen. This polyp was successfully removed 
with a high frequency diathermy snare followed 
by desiccation of the base. No recurrence was 
observed after a lapse of 5 years. 

Goldman and Marbury described a spindle- 
cell sarcoma of the rectum which was treated by 
perineal resection of the rectum and the establish- 
ment of a permanent abdominal artificial anus 
(Lockhart-Mummery procedure). They stated 
that the incidence of true primary rectal sar- 
coma is rare; one of 200 rectal malignancies is a 
sarcoma. The treatment of choice is early radical 
resection because local excision, irradiation, and 
radium are followed by frequent recurrence. 
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Many years ago Curtice Rosser (Am. J. Surg. 
1931, 11: 328) called attention to the occasional 
development of malignant tumors in anal fistulas. 
To the growing record of case reports, Skir (247) 
added 3 cases of mucinous carcinoma which 
were associated with anal fistulas. Skir believes 
that the preformed anal glands may be the origin 
of the glandular elements of these neoplasms. 
Dukes reported 2 cases of colloid cancer of the 
anorectal region extending deeply along the track 
of an anal fistula without the formation of a 
tumor in the rectum or anal canal. Pearse added 
another case of cancer of the rectal colloid type 
associated with a fistula-in-ano without rectal 
involvement. Harvey called attention to the re- 
lation of anal fistulas and other causes of chronic 
irritation about the anus to the occurrence of 
anal epitheliomas. 

As noted in the discussion of adenomas, many 
investigators believe that carcinomas frequently 
originate or develop in adenomas. Mider, in a 
study of 726 cases of colonic cancer, showed that 
17 per cent of the patients with single cancers 
and 38 per cent of the patients with multiple 
cancers had polyps elsewhere in the colon but 
more usually near the site of the cancer. 

Thomas, Kline, and Seed stated that an ap- 
preciable loss of weight occurs early in the course 
of rectal carcinoma and that a history of alternat- 
ing diarrhea and constipation, a supposed fre- 
quent accompaniment of cancer of the rectum, 
is found only in 5 per cent of patients, although 
a change in bowel habit, either diarrhea or con- 


stipation, is observed often. Coller and Berry ° 


found that all of their patients who had alternat- 
ing diarrhea and constipation had the carcinoma 
in the ‘sigmoid colon. Jones, Robinson and 
Meads (140) pointed out that there is no stand- 
ard set of symptoms for rectal carcinoma and 
that the patient’s history alone is unreliable. 

Most writers agree that well over 70 per cent 
of the patients with rectal and colonic carcinoma 
have symptoms for 9 months or longer before a 
correct diagnosis is made. Jones e¢ al. (140) be- 
lieve that the duration of symptoms depends on 
three factors: (1) the patient’s failure to consult 
a physician before the condition is in a far ad- 
vanced stage; (2) disregard of medical advice; 
and (3) improper diagnosis of the lesion in its 
early stages. 

Practically all writers agree that a high inci- 
dence of hemorrhoids is observed in association 
with carcinoma of the terminal portion of the 
large intestine. Hemorrhoids are often observed 
6 months before the correct diagnosis of cancer 
is made, and about 75 per cent of the patients 


undergo hemorrhoidectomy (57, 140). To avoid 
this serious error, no hemorrhoidectomy is per- 
formed at the University of Michigan Hospital 
until a sigmoidoscopy and roentgenography 
(double contrast barium enema) are performed. 
A summary of the diagnostic errors of carcinoma 
a = colon has been reported by Jackman e¢ al. 
136). 

Jones et al. (140) claimed to be able to make a 
correct diagnosis on the gross appearance of the 
lesion and therefore believed that biopsies are 
unnecessary. Furthermore, they stated that bi- 
opsy may be misleading since “biopsies of super- 
ficial tissue do not reveal the disease when a bi- 
opsy of tissue from deep in the tumor would.” 
In this connection it should be pointed out that 
a properly performed biopsy aims at securing 
fragments of tissue from the deep as well as the 
superficial components of a tumor. Also, it has 
generally been considered good practice to obtain 
histologic confirmation of a clinical diagnosis be- 
fore a patient is subjected to a major surgical 
procedure of a radical scope, especially one neces- 
sitating an artificial anus. Only thus can an 
error of mistaking an inflammatory or benign 
lesion for a malignancy be avoided (185). Wake- 
field stated that a malignant lesion should not 
be recorded in the history sheet without histo- 
logic substantiation. 

Preoperative rehabilitation in the unobstructed 
patient may be accomplished in from 5 to 10 
days and this program may be begun at the 
patient’s home (113, 174, 186). 

The value of antibiotics and sulfonamides is 
discussed separately elsewhere in the text. Suf- 
fice it here to report that Jones (140) is among 
the very few surgeons who does not employ 
these agents preoperatively. 

Vitamin B complex is needed because of its 
influence upon carbohydrate metabolism. Vita- 
min C is essential to the effective healing of the 
wounds (186). These and other available vita- 
mins may be given orally and parenterally in 
maximum dosages. It should be remembered 
that in the presence of hypoproteinemia, vita- 
mins are poorly absorbed and utilized. 

A desirable diet is one of low residue contain- 
ing 100 or more grams of protein and 500 or 
more grams of carbohydrate (186). In the event 
that the patient cannot handle such large quanti- 
ties of protein, in the form of natural foods, 
protein digests may be administered (56, 125, 
185, 198). These products are highly digestible 
and provide but little bulk. When the oral or 
orogastric methods of feeding are contraindi- 
cated resort may be made to jejunal feeding. 
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When none of these routes can be utilized, intra- 
venous injections are used as the sole source of 
dietary intake (185, 255). 

Meyer and Kozoll (185, 186) prefer whole 


blood to other proteins for transfusion because ~ 


of (1) its more rapid effect upon the raising of 
the circulatory protein levels; (2) its provision 
of both plasma and hemoglobin as protein metab- 
olites, and (3) its inclusion of many immuno- 
logic factors that are vital to the resistance of 
infection. They advocate the administration of 
a minimum of 2,000 c.c. of blood before and 
during an intestinal resection. Blood transfu- 
sions are combined with the administration of 
amino acids. This program also corrects ane- 
mias that might be masked by dehydration, in- 
creases the oxygen carrying capacity of the blood, 
and tends to prevent the occurrence of shock 
during or after operation. 

Enemas consisting of 6 gm. of succinylsulfa- 
thiazole and 10 gm. of sodium carbonate per 
1,000 c.c. of warm water are given by Meyer 
and Kozoll (185) the day preceding surgery and 
are repeated until the rectum is absolutely clear. 
Allen et al. (3) believe that vigorous cathartics 
should not be used as perforation and peritonitis 
may occasionally result from their use. It may 
also be added that preoperative purges may con- 
tribute to postoperative distention. 

It is generally agreed that the presence of 
colonic obstruction calls for decompression by 
cecostomy or transverse colostomy prior to the 
institution of rehabilitating measures. Allen ef al. 
(3) condemn exteriorization procedures as well 
as exploration of the abdominal viscera in the 
presence of complete acute obstruction because 
manipulation of the bowel may lead to fatal 
peritonitis. 

Millet has recently suggested a method of 
cleansing the colon through a tube colostomy 
opening (Gibson’s technique) by means of a 
Miller-Abbott tube which is carried gradually 
by peristalsis to the point of obstruction. Solu- 
tions introduced through one lumen are removed 
by suction through the other lumen and the 
bowel is thus thoroughly cleansed in about 5 
days. Millet’s procedure is claimed to enhance 
the value of tube cecostomy and to be preferabie 
to transverse colostomy because secondary clo- 
sure is usually avoided. This procedure has also 
been found useful for the postoperative decom- 
pression of the anastomosis. 

The present day tendency in many clinics in 
the treatment of colonic carcinoma is definitely 
toward the return to the one-stage resection with 
primary anastomosis, (3, 57, 125, 163, 180, 182, 
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185, 186, 187, 219, 278, 282). There still is a lack of 
unanimity of opinion concerning the open versus 
the closed method of anastomosis, and the desir- 
ability of a proximal vent. 

The proponents of primary resection believe 
that a more radical technique of resection is 
possible than in the exteriorization resection pro- 
cedures because more of the lymphnode-bearing 
area and of bowel adjacent to the tumor can be 
excised; also, that primary resection eliminates 
the necessity of several operations and, thus, pro- 
longed hospitalization is avoided, and that the 
complications of exteriorization, such as retrac- 
tion of either or both of the loops, prolapse, in- 
fection or disruption of a wound, and incisional 
hernia are eliminated (57, 186). 

The open type of intestinal anastomosis is 
vigorously championed by Meyer (186), McNealy 
(180), and their associates. Recently, Allen e¢ al. 
(3) and Fansler have abandoned the aseptic 
method of anastomosis in favor of the open 
technique; this seems to be a current trend in 
many clinics. The most important arguments 
in favor of the open prgcedure are the established 
safety as based on the actual performance of 
large numbers of open anastomoses, the pre- 
cision and accuracy with which the sutures may 
be placed, and the opportunity that is afforded 
for the direct inspection of the interior of the 
ends of the bowel that are to be anastomosed. 
Thus, the presence of polyps that may have 
been missed or obscured by the neoplasm, as 
well as the character of the bowel adjacent to 
the neoplasm, can be established. 

Stanton (252) described a device for the elimi- 
nation of unequal diameters of the 2 colonic seg- 
ments to be anastomosed with a view to simpli- 
fying the procedure of end-to-end anastomosis. 

The construction of a proximal vent in unob- 
structive lesions is considered unnecessary by 
many surgeons (57, 180, 187, 282). 

Interrupted sutures of fine stainless alloy steel 
wire or silk for the serosal layers are favored by 
Meyer, Sheridan, and Kozoll (187). They be- 
lieve that wire sutures are less likely to form a 
sinus through which infection might drain. Hox- 
worth (129, 130) stressed the fact that serosal 
sutures should catch the submucosa but must 
not penetrate the mucous membrane, and that 
these sutures should be tied tight enough to hold 
the serosal surfaces in apposition without strangu- 
lation of the involved tissue in order to avoid 
tissue necrosis, thus re-emphasizing Halsted’s 
original teachings which constitute the beginning 
of modern gastrointestinal surgery (Am. J. M. 
Sc., 1887, 94: 436). 
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Of the 250 described methods of intestinal 
anastomosis, 45 are said to be aseptic or nearly 
aseptic. Hinton and Localio advocated an asep- 
tic closed method of intestinal anastomosis uti- 
lizing the Furniss clamp. Coller and Berry re- 
ported a postoperative period of hospitalization 
of 17.2 days for the closed type of anastomosis 
as against 27.4 postoperative hospital days for 
the open method. This, however, is at variance 
with Meyer et al. (185, 186) who reported a post- 
operative hospital sojourn of an average of only 
13 days. Parenthetically, by way of contrast, 
Coller and Berry reported an average period of 
55-9 postoperative days following obstructive re- 
section procedures. 

The mortality following primary anastomosis 
is around 5 per cent (57, 187, 219, 282). 

The case for the obstructive resection pro- 
cedure for colonic cancer is again presented by 
Jones (138). He believes that this procedure is 
as adequate for cure of cancer as is resection with 
immediate re-establishment of intestinal con- 
tinuity. Following obstructive resection per- 
formed by him, Jones has never seen a single case 
of local recurrence in the abdominal wall, which 
he interprets to mean a thorough elimination of 
the involved mesenteric glands. Jones believes 
that because he does not have to worry about 
the blood supply he can do a more radical pro- 
cedure with the Rankin type of resection than 
he could with an end-to-end anastomosis. This 
is in agreement with the experience of Garlock 
and Klein (95). Allen e¢ al. (3) have minimized 
the fear of compromising the blood supply in 
any colonic resection by first removing the neo- 
plasm and then determining by visualization 
whether the blood supply of the ends of the 
bowel to be anastomosed is adequate. 

Garlock and Klein list four situations in which 
obstructive resection is to be preferred to primary 
anastomosis: (1) great disproportion in the size of 
the bowel proximal and distal to the lesion, ac- 
companying chronic obstruction; (2) pericolonic 
abscess or infection; (3) excessively fat mesentery 
obscuring the vascular pattern; and (4) poor 
general condition incident to advanced age. 

Other surgeons are supplanting obstructive re- 
section techniques with resection and primary 
anastomosis (57, 186, 187, 219). The factors that 
made this possible are the employment of sul- 
fonamide Crugs and antibiotics, the copious use 
of blood and blood substitutes, the correction of 
malnutrition, and the improved techniques of 
anastomosis. Both types of procedures. have their 
place, although more and more cases are being 
found suitable for primary anastomosis. 
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A great controversy is now raging concerning 
the merits and demerits of operations that aim 
to conserve sphincter control, particularly of the 
so-called “anterior resection,”’ in cases of rectal 
carcinoma. This procedure implies primary 
anastomosis of peritoneum-covered colon to the 
nonperitonealized rectum (31, 174) with division 
and ligation of the superior hemorrhoidal artery, 
and excludes anastomoses between peritonealized 
segments of the bowel. The anterior resection oper- 
ation is predicated on the assumption that the 
downward lymphatic spread of rectal carcinoma 
occurs rarely or only for a few centimeters below the 
growth (102). Some investigators have challenged 
this assumption (61, 100). The fact that impor- 
tant lateral spread occurs from ampullary carci- 
noma, especially when situated at the level of the 
levator ani muscles, has influenced some surgeons 
to avoid the performance of anterior resection. 
Because abdominoperineal resection is the most 
radical cancer operation, it is preferred to the 
sphincter-saving operations by many surgeons 
(2, 47, 100, 138, 150, 152, 217, 254). This ortho- 
dox operation not only removes involved lymph 
nodes and perirectal structures, such as the 
levator ani muscles, but also excises the venous 
channels which may be left behind in the anasto- 
motic procedures. The findings by Gilchrist and 
David (100) of 23.2 per cent of local recurrence 
following the Miles procedure for cancer of the ex- 
traperitoneal part of the rectum indicates that the 
more radical the removal of the rectum the greater 
the chance of cure. Rankin agrees with Gilchrist 
and David “that the sphincter-saving operations 
are little more than local excisions for all cancers 
situated below the peritoneum.” Stewart (254) 
believes that “some rectal cancers can be cured 
by resection and end-to-end anastomosis,” but 
that “a far higher percentage will be cured by 
the combined abdominoperineal excision which 
includes lymph nodes and blood vessels in the 
zone of spread of the disease.” Allen (2), Mad- 
dock, and others justify the sphincter-saving pro- 
cedure if the patient has hepatic metastases at 
the time of operation. 

Wangensteen (280), who has been among the 
earliest proponents of anterior resection, in his 
latest and very frank and instructive paper, has 
summarized the present status of this operation. 

1. Lesions situated at 8 cm. or less from the 
anus should not be treated by this procedure be- 
cause of the high incidence of local recurrence. 
He has given up the anastomotic procedure for 
these low-lying malignancies in favor of the ab- 
dominoperineal resection of the rectum. He also 
pointed out that local recurrence has not been 
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primarily at the anastomotic site, but outside of 
it, and that it extends secondarily into the bowel, 
which suggests that the conservative operation 
fails to deal adequately with the invisible lateral 
spread of cancer. In general, local recurrence 
constitutes an indictment of any operation and 
denotes inadequate or incomplete excision. 

2. On the other hand, since no recurrence has 
been noted following anterior resection per- 
formed by him as a curative operation for lesions 
situated from 14 to 20 cm. from the anus, 
Wangensteen favors this anastomotic procedure 
for lesions at these levels. 

3. The intermediate group of lesions, those 
lying between 9 and 13 cm. from the anus, con- 
stitutes the controversial issue. Two of 32 pa- 
tients (6.3 per cent) belonging to this group had 
local recurrence following the anastomotic pro- 
cedure. Although Wangensteen admits that an 
abdominoperineal resection of the rectum is 
more radical than an anterior resection, he never- 
theless believes that with proper case selection 
the sphincter-saving anastomotic operation may 
be performed in many patients with lesions 
situated at this controversial level. Only time, 
continued critical studies, and follow up obser- 
vation will furnish the correct answer. 

The techniques of conservative anastomotic 
resections are well described by Wangensteen 
(278), Mahorner, (167), Best, and Mathewson 
and Richards. Recently, Grindlay found that 
polyethylene is suitable for surgical implantation 
in the tissues. He has employed this substance 
as a temporary tube in anastomosis of the colon 
and rectum after resection of the distal part of 
the large bowel, facilitating the anastomosis of 
the bowel. Postoperatively, the tube passes 
spontaneously per rectum after about a week. 
While the tube remains im situ, fecal evacuations 
occur as the stool passes through the inside of 
the tube unhampered. A proximal vent is not 
routinely employed by many surgeons perform- 
ing the sphincter-saving operative procedure. 
Garlock and Klein (95), MacFee, and Waugh 
and Custer (282), however, believe that a proximal 
vent with complete diversion of the feces should 
be a prerequisite to resection and immediate 
anastomosis for lesions of the rectosigmoid. 

Babcock, and Bacon (19) are continuing to 
popularize the abdominoperineal resection with 
preservation of the anal sphincter, the so-called 
pull-through operation of Hochenegg. Waugh 
(281) who performed 100 such procedures with 
only 1 hospital death has stated that most of 
his patients do not have perfectly normal fecal 
control, but that a few are able to control flatus. 
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Mayo believes that this operation has a definite 
place in the list of operations for malignant 
lesions of the rectosigmoid and rectum situated 
more than 6 cm. from the anus. Daniel (68) 
stated that in his hands the favorable results 
expected from this operative procedure were not 
obtained. Bacon and Rowe (20) recorded an 
operability rate of 90.2 per cent, and a resecta- 
bility rate of 80.1 per cent, with a mortality from 
resection of 5.5 per cent; from January, 1946 to 
May 12, 1947 there was no death following 142 
consecutive resections. The incidence of sexual 
impotence in the male patient is recorded as 8.3 
per cent compared to 95 per cent following the 
Miles type of abdominoperineal resection. 

Bacon and Smith (21) reported one-stage 
hemicolectomy and proctosigmoidectomy with 
transplantation of the transverse colon tothe anus. 

The desire to preserve the anal sphincter ap- 
parently greatly influences opinions on the ad- 
visability of anastomotic operations. For ex- 
ample, Mahorner (166) stated: “I do have some 
sentiment about the sphincter; in spite of a 
higher mortality rate, re-establishment of con- 
tinuity may be justified when surgical judgment 
is tempered with philosophy. It is difficult to 
measure numerically, but I have an idea that 40 
patients living with restored continuity is worth 
50 living with colostomies.”” However, according 
to Pfeiffer the bitter cry against abdominal 
colostomies is usually raised by “those who do 
not have them and do not need them to remain 
alive.” Stewart (254) pertinently stated: “The 
chief objective of any operation to cure cancer 
is a cancer cure. The moment the surgeon be- 
comes distracted from this goal by considerations 
of convenience, plastic or cosmetic factors, or 
surgical virtuosity, the percentage of 5 year cures 
begins to dwindle.” 

Hill and Belt reported their experience with a 
one-stage abdominoperineal resection as carried 
out by two surgical teams working simultaneous- 
ly through the abdominal and perineal ap- 
proaches. This procedure reduced the oper- 
ative time as previously noted by Laufman (Am. 
J. Surg., 1943, 60: 243) and others. 

Coller and Berry stated that roentgen therapy 
offers nothing in the treatment of adenocarci- 
noma of the colon. Wilensky employs roentgen 
therapy postoperatively only for rectal lesions 
because of the frequency of perirectal involve- 
ment. Meland stated that because the number 
of recoveries after irradiation is small, this form 
of therapy is limited to patients who refuse 
surgery or who are unsuitable for radical surgery 
because of concomitant disease. 
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Glass and Garlock described 13 instances of 
radical resection of the colon and rectum together 
with the involved adjacent viscera with a mor- 
tality of only 15 per cent. The uterus, vagina, 
the urinary bladder, the stomach, the ureter, 
loops of ileum, and the abdominal wall were the 
structures involved. The survival period was 
surprisingly long, and the patients were saved 
the complications incident to the spread of the 
neoplasm. Sugarbaker presented his experience 
with 42 cases in which additional organs were 
removed in order to accomplish the eradication 
of the neoplasm of the rectum and colon. Dixon 
and Benson (74) perform extensive resections 
of the urinary bladder when it is involved in 
the sigmoid area. Brunschwig and Morton re- 
ported on the feasibility of resecting colonic 
neoplasms and secondarily involved livers and 
spleens. 

Dunphy (81) believes that patients with re- 
current colonic and rectal cancer associated with 
involvement of neighboring but nonvital struc- 
tures, but in the absence of distant metastases 
or generalized peritoneal seeding, should be re- 
operated upon regardless of the extent of previous 
resection, the size of the lesion, or its apparent 
fixation. Gratifyingly long periods of arrest after 
block excision of recurrent lesions may follow re- 
operation for locally recurrent and apparently 
hopeless cancer. 

Binkley and Deddish (32) outlined in detail 
the complications of abdominoperineal resection 
for carcinoma of the rectum and reported a 
significant reduction of these complications dur- 
ing the past 5 years. Infection of the urinary 
tract and retention of urine were the most 
troublesome and consistent of the postoperative 
difficulties. Bacon and McCrea (17) believe that 
the preoperative administration of slightly sol- 
uble sulfonamide drugs (not employed by Binkley 
or Jones) exerts a bacteriostatic effect on organ- 
isms found in the urinary tract. 

Marshall e¢ al. have stated that bladder dys- 
function occurs more commonly after perineal 
excision of the rectum, and that they have been 
unable to demonstrate neurogenic dysfunction 
as the underlying cause. On the other hand, 
Bacon and McCrea (17) believe that injury to the 
nerve supply (trauma or severance of the sym- 
pathetic and parasympathetic nerve fibers—see 
Lannon and Weller’s paper) is responsible for 
the vesical dysfunction. Marshall believes that 
in the absence of bladder neck obstruction the 
dysuria is caused by sagging of the bladder, ves- 
ical neck, and prostate into the hollow of the 
pelvis following the removal of the support af- 
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forded by the terminal bowel. For this group of 
patients he advises elevation and fixation of the 
bladder and urethra. Vesical neck obstruction 
responds to the surgical removal of obstructing 
tissue. 

Fallis described a technique of transverse 
colostomy in which no sutures are used to attach 
the bowel to any of the layers of the abdominal 
wall. Closure of the colostomy is effected by 
the intraperitoneal end-to-end open. method of 
anastomosis. Wangensteen (279) described a 
loop colostomy which, he believes, secures com- 
plete fecal diversion. Two glass rods are drawn 
through the mesentery and maintained in po- 
sition until the wound is healed. The colon is 
opened by a slit in the axis of the bowel and the 
proximal orifice is unroofed by cutting away a 
small portion of the antemesenteric intestinal wall. 
Rank and Smith described a colostomy which 
utilized a buried inverted skin tube and a me- 
chanical plug. 

Lahey (153) believes that the perineum is a 
poor place for colostomy and prefers the ab- 
dominal artificial anus. Rankin stated that the 
majority of experienced surgeons agree with 
Pfeiffer that “the uncontrollable perineal colos- 
tomy is infinitely inferior to the abdominal anus 
in all respects except sentimental nonsense.” 
The well functioning colostomies have the mu- 
cosal level well above the skin level. A colostomy 
should be inspected daily for several days after 
operation to make sure of the blood supply. 
Should an accident to the blood supply occur 
within 4 days after operation the wound can be 
opened and a longer segment of bowel pulled 
out. After 4 days the unnourished segment of 
bowel becomes necrotic with the attendant 
danger of rupture and contamination. 

The management and complications of per- 
manent colostomy are weli described by Jones 
and Kehm (139). In 76 of 100 patients studied 
good fecal control was obtained by regular irri- 
gations. Gabriel opposes, but Gordon-Watson 
and Milligan (189) advocate daily irrigations if 
a natural rhythm does not develop after a short 
trial. It may be added that a newly designed 
Ray Patten irrigator is one of the best now 
available. 

Colcock (55) observed that 64.3 per cent of 81 
patients with carcinoma of the colon without 
nodal metastasis or local invasion of the sur- 
rounding tissues survived 5 years without recur- 
rence of the neoplasm, and that 57.1 per cent 
were well 10 or more years after the successful 
radical extirpation of the malignant neoplasm. 
Of the patients with lymph node metastasis or 
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invasion of the surrounding tissues only 15 per 
cent were well 5 years, and 11 per cent were well 
10 or more years after operation. Colcock also 
noted that 60 per cent of the patients with rectal 
carcinoma without local invasion or nodal me- 
tastasis were well 5 years and 51.6 per cent were 
well ro years after operation. Only 30.2 per cent 
of patients with rectal carcinoma associated with 
nodal metastasis or local invasion of the sur- 
rounding structures were well 5 years, and 23.2 
per cent were well 10 or more years following 
resection of their malignant lesions. It was 
further noted that although some patients with 
cancer of the colon and rectum survive 5 years, 
they will ultimately die of their disease, but 
more than 50 per cent of the survivals in whom 
nodal metastasis and local invasion of the sur- 
rounding tissues are absent may expect a per- 
manent “cure” of their malignant disease if they 
are subjected to radical surgical resection. 
Gilchrist and David (100) observed the sur- 
vival of 114 of 200 (57 per cent) patients with 
cancer of the colon for from 5 to 10 years. In 
their experience, 78.5 per cent of the patients 
without nodal metastasis had a survival rate of 
from 5 to 10 years; this figure could be increased 
to 90.9 per cent if the patients who were lost to 
the follow-up and those who died postoperatively 
of other causes after leaving the hospital were 
taken into account. Of 125 patients with nodal 


involvement, 56 (44.8 per cent) lived 5 years; 
this survival varied with the location of the 


colonic cancer. Thirty-seven per cent of the 
patients with a lesion in the middle and. left 
colon or the extraperitoneal portion of the rectum 
survived 5 years; a 61.5 per cent survival was 
noted in patients with lesions in the right colon, 
and a 51.4 per cent survival, in patients with a 
lesion in the sigmoid and intraperitoneal portion 
of the rectum. Local recurrence developed in 
23.2 per cent and liver recurrences developed in 
15.9 per cent in neoplasms of the extraperitoneal 
portion of the rectum; in the remainder of the 
bowel local recurrences were either not easily 
demonstrated or developed less frequently. The 
rate of hepatic metastasis varies from 10 to 15 
per cent and usually results when cancerous 
emboli travel up the liver via the hemorrhoidal 
blood vessels. 

That a routine autopsy examination may fail 
to demonstrate small retroperitoneal nodal me- 
tastasis is indicated by Gilchrist’s findings of the 
presence of metastases in the nodes of the peri- 
toneal tissues in 4 of 11 patients who had had 
previous routine postmortem examinations. In 
3 of these patients complete removal of all in- 
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volved nodes would have been possible if the 
field of resection had been 1.5 cm. wider. 

Gilchrist and David reported that 2 of 3 of 
their pregnant patients with carcinoma of the 
colon lived more than 5 years. This experience 
is in contrast to the gloomy prognosis usually 
given. Bacon and Rowe (18) reported their 
recent experience with 4 patients with carcinoma 
of the rectum occurring during pregnancy. An 
uneventful recovery followed the performance of 
abdominoperineal proctosigmoidectomy with pres- 
ervation of the sphincter muscles. 

The majority of anal carcinomas are squamous- 
celled epitheliomas, while a small number con- 
sist of basal-celled carcinomas and epidermoid 
cancers (see also section on anal fistulas). Can- 
non treats such lesions in other parts of the body 
by desiccation which is carried widely beyond 
the border of the lesions; the charred material 
is removed with curette or scalpel; 1,800 roentgens 
of irradiation are given in 3 divided doses. In 1 
case of basal carcinoma, Gross successfully em- 
ployed wide local excision of the lesion, includ- 
ing adjacent and subjacent tissues. Meland be- 
lieves that since thts type of tumor in other 
locations of the body is successfully treated by 
irradiation, this form of therapy should be ap- 
plied to the anal lesion as well, particularly since 
irradiation causes no immediate mortality. The 
period of recovery without recurrence in the suc- 
cessful cases lasts well beyond 5 years. The un- 
successful cases behave like the uncontrolled 
adenocarcinoma. The minority of the patients 
develop metastases in the inguinal glands, where- 
as the majority show metastatic spread to the 
retroperitoneal glands, the liver, and even the 
brain. 

Sweet studied the comparative merits of sur- 
gery and irradiation. He stated that although 
irradiation was applied to the small and locally 
favorable (noninvading) lesions and surgery was 
applied to the large and advanced (invasive) 
tumors, the results both as to cure and good 
palliation were superior in the surgically treated 
group. Radical surgery produced cures in 12 of 
48 cases (25 per cent), whereas irradiation pro- 
duced a cure in 1 of 19 cases (5.2 per cent). The 
degree of relief from local symptoms is greater 
and the duration of the relief is longer in the 
surgically treated cases as evidenced by the fact 
that 41.6 per cent of the patients experienced 
complete relief from local discomfort as com- 
pared with 15.8 per cent of the patients (ex- 
clusive of the recurrent cases) who obtained simi- 
lar palliation after irradiation. Sweet naturally 
concluded that irradiation is inferior to surgical 
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excision either as a method of cure or as a palli- 
ative procedure for relief of the local symptoms. 
The surgical methods which he employed were 
(z) local excision in 2 cases, (2) combined ab- 
dominoperineal resection in 28 cases, (3) colos- 
tomy with posterior resection in 20 cases, and 
(4) colostomy for obstruction in 3. cases. Bern- 
stein strongly endorsed the radical form of surgi- 
cal therapy as described by Miles (Surg. Gyn. 
Obst., 1931, 52: 350). 

Muller stated that in the gastrointestinal tract 
the anal region is the most common site of 
melanomas. These tumors constitute from 2 to 
3 per cent of all malignant neoplasms. This 
author believes that melanoblasts are derived 
from the ectoderm which is the probable origin 
of melanomas. The tumors occurring near the 
anus are the most heavily pigmented. Melano- 
mas are solid and tend to infiltrate the rectal 
wall. Ulcerations are superficial without necrosis 
or deep crater formation. Metastases occur fre- 
quently and extensively. About 87 per cent 
spread to the liver and 50 per cent to the lungs 
and pleura. Significantly, the retrorectal lymph 
glands are involved much more frequently than 
the inguinal glands. Radical surgery is manda- 
tory because of (1) the infiltrative nature of the 
neoplasm and the necessity for the extirpation of 
the regional lymph nodes, even if they show no 
clinical signs of involvement, and (2) the marked 
radioresistance of this tumor. The mortality rate 
is about 78 per cent with the possibility of a 
5 year cure in about 13 per cent. 

Pack e¢ al. used the term “melanoma” to 
designate the malignant tumor, and the term 
“pigmented nevus” or “neuronevus” to indicate 
the benign variety. Their reported experience 
with 13 anorectal melanomas is probably the 
largest single collection on record. None of their 
patients survived 5 years. Pack et al. advised 
wide and deep excision of the primary lesion, 
which consists of the removal of from 6 to 10 cm. 
of adjacent skin with a still wider area of the deep 
structures en masse. The involved regional 
lymph nodes are removed preferably “in conti- 
nuity” at the time of the initial operation or 
about a fortnight later. Apparently, these au- 
thors, unlike Muller, do not remove the retro- 
rectal lymph nodes. Radiation therapy is con- 
sidered completely ineffective. 


INFECTIONS 


Courtney (64, 65) presented original anatomic 
studies based on the dissection of 8 human ca- 
davers and elucidated the complex pathways of 
infection of the deep perirectal and posterior 
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levator spaces. The reader is referred to his 
original papers for study of the important illus- 
trations. It is apparent from these studies that 
the primary source of infection, in the vast ma- 
jority of instances, resides within the anorectum 
(anal duct). In other cases infection may origi- 
nate in the anal glands, secondarily extending 
into the anal crypts via the preformed anal 
ducts. The location of the primary crypt open- 
ing can usually be accomplished with relative 
ease either by observing the discharge of puru- 
lent material or by gently probing the crypt with 
a ball-pointed flexible metal probe from within 
the anus. If these maneuvers are unsuccessful 
the abscess cavity is incised, unroofed, and gent- 
ly explored digitally. An attempt is then made 
to pass a probe without force from the abscess 
cavity into the suspected anal crypt. Under 
certain circumstances it is safe to perform a 
simultaneous fistulectomy. However, large or 
deep abscesses with fistulas are best treated by 
staged operations. In general, McGivney (176), 
Wenzel (286), and Whitney (289) are in agree- 
ment with the foregoing. 

The embryologic considerations of pyogenic 
anal fistulas were ably discussed by Young (295). 
He restated the concept that vestigial anal glands 
and ducts (in common with the prostatic glands 
and paraurethral glands in women) originate from 
the cloacal membrane. The anal crypt and the 
associated intramuscular sinuses of Herrmann 
are foci and precursors of anal fistulas. Young 
believes that anal cryptitis precedes perianal and 
rectal abscess with resulting fistula, and that it 
is “detonated” by a precipitating cause such as 
trauma or diarrhea. He proposed a surgical 
treatment consisting of (1) severance of the 
fibers of the sphincter muscle over the fistulous 
tract at right angles to their course; (2) wide 
“paring back” of the rapidly regenerating anal 
epithelium away from the severed ends of the 
sphincter muscle in order to allow sufficient time 
for the sphincter to re-establish its continuity 
completely; and (3) removal of a sector of anal 
epithelium as well as of any hemorrhoidal ele- 
ments opposite the fistula wound. Young be- 
lieves that a redundant contralateral surface of 
the anal canal may stimulate the ill-advised 
gauze pack by wedging the sphincter wound dur- 
ing healing. By utilizing this surgical procedure 
the seton will not often be necessary. 

A primary closure technique of anal fistulas 
was presented by Kenney. This operative pro- 
cedure consists of (1) careful anatomic dissection 
of the tract, (2) infiltration of the wound with 
penicillin solution, (3) good hemostasis, (4) ef- 





TURELL, LYONS: COLONIC AND PROCTOLOGIC DISEASES 


fective obliteration of the dead space with fine 
cotton sutures, and (5) complete closure of the 
mucosal defect. Kenney reported that in 11 of 
12 patients the wound healed by primary union 
without complications or recurrence during a 
period of observation ranging from 2 to 6 months. 

The experience of one of us (R.T.) with pri- 
mary closure of anal fistulas was not as success- 
ful as Kenney’s and this procedure was there- 
fore abandoned. 

The occurrence of malignancy in an anal fistula 
is discussed in the chapter on malignancy. 

Jackman and Buie (135) studied 600 patients 
with anal fistula and found an incidence of 11.5 
per cent of tuberculosis somewhere in the body. 
This observation, they believed, justifies a sus- 
picion of tuberculosis in every patient with an 
anal fistula. About 7 to 8 per cent of their 
material was tuberculous but their data do not 
permit an opinion as to whether the tubercle 
bacillus is a primary or secondary invader of 
anal fistula. A properly performed but negative 
guinea pig test excludes tuberculosis. A positive 
test and a negative histologic examination sug- 
gests that the tested tissue was contaminated. 

Ditmore still advocates digital dilatation under 
anesthesia for the cure of the painful lesion of 
fissure (ulcer), but adds that “‘the fissure should 
be relatively small, the base should be smooth 
and there-should be a minimum of scar or any 
other elastic tissue.” In our experience this type 
of acute anal lesion usually responds to the 
topical application of a bland ointment and to 
hot hip baths alone. Occasionally the oil-soluble 
“anesthetic” solutions are employed. If these 
measures fail, we employ surgical therapy. Be- 
cause of the smooth convalescence and good re- 
sults which follow operative treatment the latter 
is preferable to dilatations which are traumatic 
in character and result in tears of the muscle 
fibers and extravasation of blood into the sphinc- 
ter muscle which may become secondarily in- 
fected. 

Turell (274) described a rational surgical pro- 
cedure for the eradication of chronic anal fissure. 
The operation includes wide excision of the 
ulcer-bearing area, the extirpation of the involved 
anal crypt or crypts with the sentinel pile and 
polyps, and the performance of a posterior 
sphincterotomy. A subcutaneous portion of the 
external anal sphincter muscle, which in many 
instances of chronic anal fissure is fibrosed and 
indurated, is incised at right angles to its fibers. 
If considerable fibrosis exists, a small part of 
this muscle is excised in order to prevent early 
reapposition and to insure ample drainage. 
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Kornblith claimed that sulfonamide drugs ad- 
ministered orally and Frei antigen given intra- 
venously to patients with veneral disease in the 
prestricture stage produce beneficial clinical ef- 
fects in the acute and subacute states. Improve- 
ment in the anatomic changes as observed sig- 
moidoscopically were slow until many months of 
treatment had elapsed. Healing was delayed be- 
cause of the accompanying acute pathologic proc- 
ess in the pelvic lymph nodes. 

Costello and D’Avanzo advised periodic proc- 
toscopic examinations in all cases of venereal 
lymphogranuloma in order that the develop- 
ment of anorectal involvement may be dis- 
covered promptly. They also advised the per- 
formance of an intracutaneous test with Frei 
antigen in all cases with prolonged and obscure 
rectal complaints. 

Neither sulfonamide drugs nor Frei antigen 
exert a therapeutic effect on fibrosis which is the 
end stage of the local inflammatory process and a 
formidable complication of venereal lympho- 
granuloma. 

Estrogen, parahydroxyphenyl-ethyl-hexane, 
administered orally in doses of 30 mgm. daily 
was claimed by Seley, Vernick, and Goldman 
(237) to have had a beneficial effect upon rectal 
strictures. These findings, however, were not 
confirmed by Schreiber. 

Penicillin has proved valueless. 

In geueral, it may be stated that systemic 
therapy for fibrous stricture is of value only in 
eliminating the toxic effects of secondary infec- 
tion because the blood supply through and to 
the dense scar tissue is so diminished that ade- 
quate therapeutic concentration of any drug is 
rarely possible. 

Dilatation, digital or instrumental, is contra- 
indicated in the tubular forms of stricture but 
may be useful in the diaphragmatic or ring types. 
The last type of stricture may be resected ad- 
vantageously with a Turell electric loop resector 
(Surgery, 1942, 12: 729). 

Wright e¢ al. believe that only surgical treat- 
ment is of value once an extensive fibrous stric- 
ture has developed. Colostomy helps by lessen- 
ing secondary infection and by overcoming the 
effects of chronic bowel obstruction. Warthen’s 
technique of obliterating the pouch of Douglas 
offers the possibility of lessening the chance of 
anterograde and retrograde herniation of the 
colostomies. This operation, however, cannot 
prevent constriction of the colostomy stoma, 
which often occurs in cases of venereal lympho- 
granuloma. Strictures low in the rectum were 
treated successfully by Wright e¢ al. by means 





122 


of endoanal excision with preservation of the 
sphincter. A preliminary colostomy was usually 
employed. When the entire rectum was involved 
or the disease was high in the rectum, abdomin- 
operineal extirpation of the rectum was em- 
ployed. In the cases with involvement of the 
descending colon, a permanent transverse colos- 
tomy was advocated. 

Superimposed carcinoma occurred frequently 
enough to be of clinical importance. 

Kaiser and King reported their experience 
with 38 deliveries in the presence of pelvic ve- 
nereal lymphogranuloma with rectal stricture. 
Three cesarean sections were performed because 
of widespread scarring of the soft tissue in the 
pelvis. The mortality among the reported 162 
cases in the literature was 6 per cent. Force in 
delivery played a large role in the reported 
fatalities. Version and extraction is absolutely 
contraindicated. Death is usually due to rupture 
of the rectum or uterus. Hence, these patients 
should be observed diligently for signs of peri- 
toneal irritation or shock. Colostomies present no 
special obstetric problems. 

Steer believes that the gravity of the possible 
complications warrants advice against pregnancy 
in a patient with active disease or a rectal stric- 
ture, and furthermore suggests consideration of 
termination of pregnancy if it has occurred. In 
the presence of rectal stricture, cesarean section 
is the method of choice for delivery. 

Berkowitz mentioned the rare location of gran- 
uloma inguinale in the anal region. This lesion 
is caused by a gram-negative, nonmotile bacillus 
identifiable by smear or biopsy in the state of 
encapsulation, known as a Donovan body. 
Streptomycin appears to be effective (24, 28, 
143), but must be continued for a prolonged period 
of time (41 days in 1 case). 

Bacon and Gass (15) discussed all phases of 
syphilis of the anorectum. It should be noted 
that the addition of antibiotic therapy has 
exerted a very beneficial effect in this disease. 

Diverticulosis and diverticulitis. The problem 
of diverticulosis and diverticulitis of the entire 
gastrointestinal tract was discussed by Nash and 
Palmer and Gerwig. This lesion is most com- 
monly found in the sigmoid. Anderson ascribes 
the preponderance of diverticula in the left colon 
to the solidity of the fecal stream, the smaller 
diameter of the bowel and the occasional pres- 
ence of fecaliths in the diverticula which obstruct 
drainage. Defecation occurs when the fecal mass 
fills the rectum and creates a pressure of between 
40 and 50 mm. of mercury. It is the sigmoid 
that bears the brunt of the effects of this pressure. 
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The familial aspects of diverticulosis are dis- 
cussed by Schlotthauer who described a family 
of 7. brothers who had this condition although 
their 2 sisters did not. The occurrence of this 
lesion in 100 per cent of the male members and 
78 per cent of the entire family suggests the con- 
sideration of heredity as an additional etiologic 
factor to the known causes such as physical 
forces, degenerative changes in the muscular 
layer incident to age and trauma, diet, and 
congenital defect in the intestinal wall. 

Cohen and Matthews reported a heretofore 
undescribed form of diverticulum which began 
as a herniation of the lumen into the wall of the 
colon and burrowed its way along the wall. The 
authors apply the term “dissecting or intra- 
mural diverticulitis” to this lesion. The details 
of a report of a 60 year old patient are presented 
in which the sequence of events were sacculation, 
intramural diverticulum, isoperistaltic propaga- 
tion, diverticulitis, dissecting diverticulitis, ten- 
sion pneumodiverticulum, and ileus. 

Morton stated that diverticulitis with spasm 
should be treated conservatively; treatment in 
general calls for good judgment and patience on 
the part of the physician and the patient. Pem- 
berton e¢ al. (205) stated that surgical treatment 
is determined by the presence or absence of ob- 
struction, the extent of peridiverticulitis and in- 
flammation of the mesocolon, and the accessi- 
bility of the affected section of the colon. The 
safest procedure is the formation of a colonic 


‘stoma orad to the lesion with exteriorizing re- 


section performed at the later date. Primary re- 
section and anastomosis without preliminary 
colostomy may occasionally be performed in the 
absence of obstruction when the inflammation is 
subacute in character and only a small segment 
of the colon is involved. It should, however, be 
added that a concomitant colostomy is a good 
safeguard. The diverticular segment of the colon 
should be excised prior to closure of the colos- 
tomy. Cave and Alsop (49) prefer cecostomy to 
colostomy in acute obstruction, while Pemberton 
(205) prefers a colostomy. Abscess formation 
may be prevented by early diversion of the fecal 
stream. Localized abscess is best treated by in- 
cision and drainage. 

The treatment of acute perforation usually 
varies between (1) drainage of the area of rupture 
with or without closure of the opening, and (2) 
exteriorization and resection of the colon. Proximal 
colostomy or cecostomy (98) is often combined 
with these procedures. 

The surgical treatment of fistulas secondary to 
diverticulitis requires individualization. The best 
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method is one that employs preliminary diver- 
sion of the fecal stream, preferably a transverse 
colostomy, and resection of the fistula-bearing 
bowel after the inflammatory process has com- 
pletely subsided. Sabeti has stated that sig- 
moidovesical fistulas are best treated by a three- 
stage operative procedure, namely, (1) the con- 
struction of a diverting proximal colostomy; (2) 
separation of the diseased bowel from the urinary 
bladder with repair of the vesical opening and 
resection of the diverticular segment of the bowel, 
and (3) closure of the colostomy. The bladder 
should be drained during the second stage either 
by the suprapubic route or via an indwelling 
urethral catheter. 

In elective surgery the preoperative prepara- 
tion and the postoperative care should be the 
same as in cases with colonic neoplasms. 

The coexistence of carcinoma with diverticulo- 
sis was discussed by Oren who reported 2 per- 
sonal instances in which a correct diagnosis was 
made preoperatively. Pemberton e al. (205) 
pointed out that the 2 conditions are grossly 
similar and at times resection of the diverticular 
mass is essential for the establishment of a cor- 
rect diagnosis. There is still considerable un- 
certainty as to what extent diverticulitis is inci- 
dental or etiologically directly contributory to 
the rare occurrence of carcinoma in diverticula. 

Dixon and Benson (75) outlined the principles 
which are employed in the management of ex- 
ternal fecal fistulas, based on the experience with 
65 cases. There were 2 hospital deaths (3 per 
cent). Early operation is avoided both because 
many fistulas close spontaneously and because 
acute inflammation must subside before opera- 
tion can be successful. Before institution of 
surgery several conditions should be met if pos- 
sible: (1) the causes of the fistula should be de- 
termined, (2) the segment of intestine from which 
the fistula arises should be ascertained, (3) the 
patency of the bowel distal to the lesion should 
be known, (4) an adequate trial of conservative 
management should have been made, (5) the 
general condition of the patient should be im- 
proved, and (6) all evidence of acute inflamma- 
tion should have subsided. 

In this series, the causes were: diverticulitis, 
regional enteritis, intestinal cancer, chronic ul- 
cerative colitis, tuberculous enteritis, actinomy- 
cosis, pelvic inflammatory disease, extraintesti- 
nal tuberculous abscess, osteomyelitis, foreign 
bodies, and contraction of scar tissue with en- 
croachment on the lumen of the bowel. 

Conservative surgica] treatment may consist 
of simple curettage of the tract (occasionally 
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successful) or short circuiting procedures. These 
sidetracking operations are very valuable as (1) 
a preliminary procedure to aid in the resolution 
of inflammation; (2) a first step in improving 
the nutritional state of a patient in poor general 
condition; (3) a palliative procedure in cases of 
large, perforating, inoperable cancers; and (4) 
a form of definitive treatment which can result 
in complete subsidence of the fistula. Sidetrack- 
ing procedures consist in ileocolostomy for fistulas 
arising in the right colon and ileum, ileostomy for 
those with ulcerative colitis, and proximal colos- 
tomy for lesions in the left colon. The colostomy 
is best placed at a distance from the diseased 
site. Usually a preliminary transverse colostomy 
is necessary before any resecting procedure for 
perforating diverticulitis of the sigmoid is done. 

In planning a resection (either following a 
sidetracking operation or as a one stage pro- 
cedure) the type of incision is important. Dixon 
and Benson favor an incision surrounding the 
fistulous tract rather than a remote approach 
through a clean field, as the latter leaves the 
fistulous tract intact and requires reperitoneali- 
zation of the raw sutface in the abdominal wall 
from the inside. In the majority of cases, the 
peritoneum should be opened and the intestine 
mobilized. Extraperitoneal procedures have a 
limited usefulness in the occasional accidentally 
produced fistula with mucous membrane of the 
bowel and skin in close continuity. The extent 
of resection depends on the amount of diseased 
tissue, all of which must be removed. This may 
include bowel resection or resection of only a 
small rim of normal intestinal wall. An adequate 
intestinal lumen must be provided for. 

The most difficult types of external fistulas to 
treat are those associated with: (1) pelvic inflam- 
matory disease, (2) severe diverticulitis, (3) bone 
infection, and (4) abdominal actinomycosis. 
(Also see section on gynecologic injuries else- 
where in the text.) 


MECHANICAL AND DEGENERATIVE CONDITIONS 


Clardy believes that the anorectum has re- 
ceived less consideration by general surgeons 
than any other part of the body. He condemns 
instrumental or digital avulsion of the anal 
sphincter muscles, clamping of large masses of 
tissue, burning or cauterization with hot irons, 
unnecessary suturing, and the removal of great 
areas of mucosa and skin. He described a simple 
technique of hemorrhoidectomy. The hemorrhoi- 
dal mass is grasped at each end with an Allis 
forceps. The mucosa and skin are incised on 
both sides and are-pulled toward the base. The 
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veins are dissected upward and freed from the 
mucosa at the apex. The hemorrhoidal vessels 
are ligated high with a small transfixed catgut 
suture. Skin and mucosa in excess of the amount 
necessary to cover the raw areas are trimmed 
away. The operation is carried out in a jack- 
knife position. 

A technique similar to the old Salmon pro- 
cedure was reported by Young (296). His type 
of hemorrhoidectomy eliminates the hemorrhoi- 
dal clamp. In this procedure the hemorrhoidal 
mass is outlined by incision and is dissected free 
from the subcutaneous component of the ex- 
ternal anal sphincter muscle and the underlying 
tissues from below upward by means of curved 
scissors. The mucosal pedicle is ligated and fixed 
with No. 1 plain catgut; this ligature includes 
some of the fibers of the subcutaneous component 
of the external anal sphincter muscle. All bleed- 
ing points in the denuded areas are clamped and 
tied. Vaseline gauze or a rubber dam is in- 
serted into the anus for drainage. 

The inclusion of fibers of the external anal 
sphincter muscle in the pedicle suture probably 
accounts for the need of the injection of dio- 
thane solution to control postoperative pain. 

The modification of the Calman type of sub- 
mucous hemorrhoidectomy (Am. J. Surg., 1941, 
53: 428) is reported by Mendelssohn. Dilatation 
of the anal sphincter, a practice which has been 
abandoned by Clardy and many other surgeons, 
is advocated by this author for all cases except 
those in which scarring of the ring prevents 
dilatation. 

Posterior sphincterotomy as a routine part of 
hemorrhoidectomy is advocated by Whitney 
(288). This maneuver diminishes postoperative 
edema, pain, and discomfort; it abolishes sphinc- 
ter spasm and prevents false reapposition of the 
wounds as well as stricture formation. 

Carmel pertinently stated that patients with 
extensive hemorrhoids pose a problem. [If all the 
involved tissues are excised stenosis may ensue. 
On the other hand, if all abnormal tissue is not 
extirpated, early recurrence may develop and 
the patient may not be completely free of symp- 
toms. Therefore, he employs a radical type of 
circumferential hemorrhoidectomy which utilizes 
sliding anal skin flaps for the prevention of post- 
operative anal stenosis. The reader is referred 
to the original article for the illustrations which 
depict this technique better than a word picture 
could do. 

Turell (271) reported on the injectional treat- 
ment of hemorrhoids in 100 private patients who 
suffered from uncomplicated small to medium- 


sized internal bleeding hemorrhoids with or with- 
out spontaneously reducible prolapse. The use 
of private patients had the advantage of allow- 
ing all the details of examination, treatment, and 
follow-up to be carried out by the author, in con- 
trast to clinic patients who are not always treated 
and supervised by the same surgeon. The scle- 
rosing agent utilized in most cases was a 5 per 
cent solution of quinine and urea hydrochloride; 
5 to ro per cent of phenol in pure almond oil 
was used in a small number of patients. The 
first injections were made submucously above 
the anorectal ring about the pedicle of each 
hemorrhoid. After all the hemorrhoids had thus 
been treated, subsequent injections were made 
into the hemorrhoidal masses at a lower level. 
Occasionally, additional .submucous injections 
were made between the treated hemorrhoids in 
order to correct mild mucosal prolapse. Usually 
the injections were made biweekly. On occasions 
all high submucous injections were made in one 
sitting and subsequent interstitial injections were 
completed at biweekly or triweekly intervals. A 
total series of from 6 to 12 injections was usually 
required. 

The main clinical purpose of this treatment 
was to stop bleeding and to correct the associated 
descensus of the rectal mucosa. This was ac- 
complished in every instance. About 65 per cent 
of the patients remained symptom-free during a 
follow-up period of observation ranging from 30 
months to 3 years. Reinjection was required in 
more than 30 per cent of the patients because of 
recurrence of the hemorrhoids which caused 
bleeding in 9 months or more following the con- 
clusion of the original course of treatment. 
Seven cases of inconsequential superficial slough 
at the injection were observed in this series. 

Surgical excision in a large number of cases 
was compared and contrasted with injectional 
treatment. As a result of this study operation is 
usually not used for the treatment of small or 
medium-sized internal hemorrhoids, but is re- 
served for the treatment of large internal or 
internoexternal (mixed) hemorrhoids, and hemor- 
rhoids that are associated with or complicated 
by anorectal lesions which require excision. 

Massive prolapse of the rectum has been the 
subject of several recent reports. All writers 
seem to agree with Moschcowitz’s concept that 
this prolapse is a sliding hernia of the anterior 
wall of the rectum (Surg. Gyn. Obst., 1912, 15: 7) 
and that the apex of the prolapse is the pelvic 
cul-de-sac. It is associated with a defect in the 
transversalis or endopelvic fascia and elongation 
of the suspensory ligaments of the rectum. Be- 
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cause of constant pressure, thinning and separa- 
tion of the levator ani muscles take place, the 
anal sphincter relaxes, and protrusion through 
the anal canal occurs. 

By means of fascial strips obtained from the 
fascia lata, Orr suspended the rectosigmoid from 
the fascia above the promontory of the sacrum 
and obliterated the redundant and deep cul-de- 
sac. The first step was designed to prevent pro- 
lapse of the rectosigmoid and the second to 
eliminate the potential hernial defect. 

Breidenbach and Lord successfully employed 
the original Graham technique (Ann. Surg., 1942, 
115: 1007) in 5 cases of massive rectal prolapse. 
The peritoneum in the cul-de-sac was incised, 
the levator ani muscles and fascia were developed, 
and the rectum was forced back into the hollow 
of the sacrum by approximation of the fascia- 
muscular layer. The redundant peritoneum was 
then excised in order to obliterate the cul-de-sac. 

Hayes and Burr modified the Graham pro- 
cedure. Instead of closing the anterior defect 
by approximating the levator ani muscles, they 
sutured the lateral rectal ligaments across in 
front of the rectum, thus taking up the slack in 
the overstretched lateral ligaments and pre- 
venting the anterior rectal wall from prolapsing 
through the defect between the levators. While 
the rectum was held taut, the cul-de-sac was 
obliterated by suturing the cut edges of the pel- 
vic peritoneum to the rectum at the sides and 
also anteriorly. Additional support was ob- 
tained by the construction of a simple and an 
original type of sigmoidopexy. 

Dunphy (82) reported his experience with a 
combined perineal and abdominal operative pro- 
cedure. The perineal procedure consists of (1) 
a circular amputation of the prolapsed segment 
of the rectum, (2) excision of the redundant 
hernial sac which is difficult to deal with trans- 
abdominally, and (3) suture of the levator ani 
muscles anterior to the rectum. The abdominal 
steps were: (1) mobilization of the rectum as in 
an abdominoperineal resection of the rectum, 
without injury to the vascular supply, (2) suture 
of the transversalis fascia, (3) obliteration of the 
hernial sac and closure of the cul-de-sac by cir- 
cular suture, and (4) fixation of the pelvic colon 
to the lateral wall of the pelvis by several inter- 
rupted sutures of fine silk. The good result ob- 
tained in 4 patients following this technique 
seemed to justify further trials despite the mag- 
nitude of the operation. 

An objection to colopexies was expressed by 
Hirschman who stated that no movable organ 
Should be attached to an immovable support. 
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However, the Moschcowitz procedure still seems 
to have adherents (116, 246). 

Compression amputation produced by the in- 
sertion of a tube into the lumen of the bowel 
and the constriction of the prolapsed portion of 
the bowel close to the pectinate line with a suture 
wire or elastic band (Mont Reid procedure) is 
frequently complicated by hemorrhage and fol- 
lowed by stricture, as well as by recurrence of 
the prolapse. Simon and Williamson (246) be- 
lieve that this procedure is applicable when 
strangulation and gangrene are present to such 
a degree that the return of the bowel to its nor- 
mal habitat is prohibited. If this procedure is 
used they resort to amputation with suture. 

The DeLorme operation (reefing of the muscu- 
lar wall of the bowel after excision of a cuff of 
mucosa of the prolapsed segment) is well suited 
to elderly people. Hayden believes that this 
operation seems to accomplish the same result 
as excision of the prolapse, and with less likeli- 
hood of stricture formation. This operation not 
only corrects the prolapse of the bowel but re- 
stores the atonic anal sphincter muscles which 
have been dilated by the prolapse. One of us 
(R.T.) has modified and simplified the DeLorme 
procedure. This modification includes (1) longi- 
tudinal excision of strips of mucosa of the pro- 
lapsed bowel together with wedges of anal and 
perianal skin, (2) elimination of the pleating of 
the external anal sphincter muscle, and (3) the 
incidental provision of drainage of the rectal 
wounds to the exterior. 

Occasionally, massive rectal prolapse can best 
be treated by abdominoperineal resection of the 
rectum (Hunt, C. J. Arch. Surg., 1948, 56: 642). 

A successful repair of the anal sphincter with 
control of anal incontinence following injury or 
operative procedure is described by Kallet. 
Through an adequate semilunar incision a flap 
of skin and anal membrane is dissected off the 
subcutaneous fat to expose the ends of the sphinc- 
ter muscle with the intervening scar. Without 
freeing or separaton of the scar from the muscle 
ends, the latter are brought together by folding 
them over the fibrous gap by means of from 3 to 5 
sutures of number 30 alloy steel wire. These 
sutures are tied without tension and their cut 
ends are carefully buried; no deep retention 
sutures are utilized. The skin is closed with 
silk sutures. Coexisting prolapse of only a single 
fold of mucosa may be excised at this time. Kallet 
believes that this corrective plastic procedure 
should be performed as early as practicable after 
the occurrence of incontinence to avoid muscular 
atrophy from disuse. 
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Excision of the intervening and adjacent scar 
and reapproximation of the freshened muscle 
ends with a Bunnell-like tendon suture of No. o 
chromic catgut are advocated by Turell, Gordon, 
and Davis (276). In addition, a few interrupted 
sutures are introduced into the tissues under the 
muscle to obliterate possible dead space and to 
relieve tension on the sphincter muscle stitch. 
The subcutaneous tissues are approximated with 
interrupted sutures and the skin is left unsutured. 
Sulfonamide and antibiotic therapy is employed 
before and after operation. 

Zager reported the histories of 3 workers in 
whom anorectal symptoms appeared after heavy 
lifting or pulling. These individuals were granted 
compensation since the causes for awards under 
the Workmen’s Compensation Act include ag- 
gravation of the symptoms as well as direct 
cause of the symptoms. Since massive rectal 
prolapse is considered a form of sliding hernia, 
it is reasonable to parallel its compensatory 
features to those of inguinal hernia. 

There is a need for comprehensive study of 
the relation of physical strain and increased intra- 
abdominal pressure to the development of hemor- 
rhoids and prolapse. Many medical officers serv- 
ing with the Armed Forces during World War 
II believed that (1) there was a definite increase 
in the incidence of hemorrhoids in the military 
personnel as compared to civilians of the same 
age, and (2) that this increase was due to ac- 
celerated physical activity and muscular strain. 

Simon e¢ al. (245) noted backache and an inef- 
fectual urge to defecate without abdominal pain, 
tenderness, and distention as a common symp- 
tom of volvulus of the colon. 

Griffin et al. distinguished 2 types of sigmoidal 
volvulus, (1) the acute and (2) the subacute 
varieties. The acute cases run a fulminating 
course as gangrene develops early, while the sub- 
acute forms usually occur in the older age group 
and run a moderate course. Because of the 
tendency toward recurrence following detorsion, 
exteriorization followed by resection as a second 
stage is advocated. Recently, Bruusgaard has 
stated that primary resection with anastomosis 
after detorsion is an effective elective method of 
treatment and may be carried out after proper 
intestinal preparation. Gilchrist (99) believes 
that obstructive resection is the surgical proce- 
dure of choice. 

A successful nonsurgical method of treatment 
was described by Bruusgaard who believes that 
in most cases of sigmoidal volvulus there is 
torsion of the sigmoid with obstruction of the 
lumen, but without strangulation or serious cir- 


culatory disturbances. He employed proctos- 
copy and intubation with a rectal tube 60 cm. 
long and from 6 to 10 mm. in diameter, in 123 
patients suffering from acute volvulus without 
evidence of serious circulatory disturbances in 
the sigmoid. A sigmoidoscope was introduced to 
the site of the torsion with the aid of careful 
insufflation. The site of torsion was easily 
recognized by the characteristic screwlike or 
spiral folds and a lubricated soft rubber rectal 
tube was introduced without force past the site 
of obstruction. Following the passage of the tube 
prompt evacuation of flatus and soft feces oc- 
curred with instant relief. The tube was left 
indwelling for 2 or 3 days and was held in place 
by a suture to the perianal skin. In 9 instances, 
attempts at intubation by proctoscopy were un- 
successful, probably because of the firmly fixed 
twist of the sigmoidal loops. It should be pointed 
out that this method of therapy has no effect on 
the tendency toward recurrence of this lesion, 
and is therefore not a definitive treatment. Other 
authors (293) consider conservative decompres- 
sion as an emergency measure that will make 
possible subsequent elective resection of the re- 
dundant sigmoid colon. 

Spontaneous untwisting of the sigmoid colon 
may occur when torsion is less than 360 degrees; 
in torsion of 360 degrees the twisted loop is 
usually held fast between the anterior and the 
posterior abdominal wall. Detorsion may oc- 
casionally follow a simple enema or a diagnostic 
barium enema (181). 

Andresen reported a series of 46 cases of per- 
forations of the rectosigmoid resulting from sig- 
moidoscopy, which had been gathered by ques- 
tionnaire. These were compared with 48 cases 
collected from the literature. About 50 per cent 
of these 94 cases resulted in death. Spontaneous 
recovery occurred in g cases; in these a walling 
off of the perforation may have occurred. Con- 
servative treatment is advocated for cases in 
which the perforation is not recognized within 
24 hours or in which the patients are poor risks. 
In the early cases, closure of the rent of the bowel 
should be performed as soon as the patient has 
recovered from shock. 

Walker reported 1 instance of rectal perfora- 
tion after sigmoidoscopy in a patient with amebi- 
asis. The injury was repaired but the post- 
operative convalescence was stormy. The peri- 
toneal drainage yielded cysts of Endamoeba 
histolytica (Brit. M. J., 1946, 1: 434). 

Andresen pertinently emphasized that the sig- 
moidoscope should always be passed under visual 
guidance, and if sigmoidoscopy is not possible 
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because of persistent angulations of the bowel, 
fecal accumulation, bloody or other discharges, 
the presence of new growths or other objects ob- 
structing the lumen, or the struggles of a nervous, 
unco-operative patient, the endoscopic exami- 
nation should be discontinued immediately. 

Pratt and Jackman collected 20 reported cases 
of perforation of the rectum due to the enema 
tube, and to these they added 2 personal cases. 
The perforations apparently occur most often 
either in pregnant women at term or in persons 
over 50 years of age, and are usually found on 
the anterior rectal or rectosigmoidal wall. The 
normal bowel of a conscious individual can be 
perforated without the use of much force, and 
the colon of an older person is particularly vul- 
nerable to tears. The best treatment is prompt 
surgery (identification and repair of the injury) 
as the mortality rate rises in the first 4 or = hours. 
Location of the rent at the time of operation is 
facilitated by the insertion of a catheter into the 
rectum to mark the approximate level of the 
tear. 

Davis reported 3 cases of perforation of a 
colostomy loop caused by an enema tube used 
for irrigation. Two patients were operated upon 
on the day of the injury, while the third patient 
was explored 3 weeks following the perforation. 
All survived. Davis believes that an enema tube 
should not be inserted into the colostomy loop 
farther than the depth of the abdominal wall. 
This may be accomplished by the employment of 
David’s method, in which an inverted rubber 
nipple (similar to the type used on a baby’s 
bottle), with a catheter through its center, is 
inserted into the colostomy. This provides a 
water-tight compartment and allows hydro- 
static distention of the bowel, which avoids pres- 
sure necrosis and perforation incident to direct 
pressure of the enema tube on the bowel wall. 

Shidler reported his experience with perfora- 
tions of the colon and rectum in Navy personnel, 
stating that death usually occurs if the time 
interval between bowel injury and definitive 
surgery is more than 18 hours. Colcock (54) 
described experiences with 120 soldiers who sus- 
tained perforating colonic and rectal wounds. 
He ascribed the decreased morbidity and mor- 
tality during World War II to adequate trans- 
fusions of blood, antibiotics, and the skill of the 
operating surgeon. Welch reviewed at length 
reports in the literature dealing with abdominal 
war wounds. (Also consult our last review, 273). 

Blaisdell discussed the causes and treatment 
of traumatic injuries of the rectum in civilians. 
McLanahan and Johnson described the seventh 
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case in. the literature of spontaneous rupture of 
the lower colon with evisceration of the small 
intestine through the anal orifice. 

Falk and Hochman reported on intestinal in- 
juries in 42 women which occurred during gyne- 
cologic laparotomies. Usually these injuries are 
recognized at the time of operation and are re- 
paired successfully. In some cases trauma to 
the intestine results in necrosis and in fecal 
fistula or fatal peritonitis. Fistulas of the colon 
or terminal ileum usually heal spontaneously. 
The authors advise that sufficient time be al- 
lowed for the fistula to close spontaneously be- 
fore surgical repair is attempted. 

Spackman called attention to the late effects 
upon the intestinal tract of irradiation therapy 
for uterine cancer. Incomplete or complete in- 
testinal obstruction may be produced by vascular 
changes and cicatricial contraction fibrosis. Usu- 
ally the sigmoid is involved, but any segment of 
the small intestine lying low in the pelvis or in 
the area of active irradiation may be affected. 

Leiter and Lyons reported an unusual case of 
persistent postoperative paralytic ileus that re- 
sponded to cecostomy after all other available 
conservative therapeutic measures had failed. 
The successful result may have been due to im- 
provement in the circulation of the colon result- 
ing from the elimination of retained fluid and gas, 
which broke the cycle of colonic distention, stasis, 
and impaired circulation. 

Remington ef al. reported 2 cases of stenosis 
of the colon secondary to chronic pancreatitis. 
This cause of colonic stenosis is rare; therefore, 
all colonic strictures should be suspected as being 
of malignant origin until pathologically they are 
proved otherwise. 


SYNDROMES 


The role of allergy in pruritus is apparently lit- 
tle understood, but it is frequently incriminated. 
The importance of the allergic cause of anal pruri- 
tus was discussed by Rugeley, and Whitney (287). 
Regarding food sensitization, Sulzberger perti- 
nently pointed out that a sharp differentiation 
should be made between anal itching caused by 
a contact type of sensitization produced by a food 
and a pruritus due to an atopic or urticarial 
type of sensitization to food. The former type 
of sensitization occurs rather infrequently, where- 
as the latter type, although frequent, is not 
generally recognized. 

Much has been written about the antihistamine 
drugs. Ratner stated that neither benadryl nor 
pyribenzamine are antihistamine chemically or 
pharmacologically. Feinberg and Bernstein be- 
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lieve that pyribenzamine applied topically, pref- 
erably in a water-soluble base, affords sympto- 
matic relief in the treatment of pruritus ani and 
in cases of atopic dermatitis. However, Sulz- 
berger ef al. failed to confirm their results in the 
treatment of atopic dermatitis, but noted alle- 
viation of anogenital pruritus in some cases. In 
our experience, this form of local therapy is 
effective in a small but definite number of cases 
of regional pruritus that is recalcitrant to ante- 
cedent nonradical methods of therapy. We have, 
however, also observed the infrequent occur- 
rence of acquired local sensitivity to these drugs 
with an aggravation of pruritus. 

Hoelzel in an experiment performed on him- 
self noted that following the ingestion of cotton 
fiber and fruit juice he developed anal leakage of 
fluid and pronounced pruritus ani. Without de- 
termining the chemical nature of this fluid he 
reasoned that a tryptic corrosive (enzymatic) 
action on the anoperianal skin caused the anal 
itch. Friedman et al. carried this work a step 
further. They made chemical determinations of 
the anal discharge in 56 individuals and found 
that the drainage of the patient with moist 
pruritus contained enzymatic properties similar 
to trypsin which was probably responsible for 
the pruritus. The local application of a paste 
made with aluminum hydroxide gell produced 
prompt and sustained relief in about 95 per cent 
of the patients with moist pruritus. This thera- 
peutic agent is believed to inactivate the pro- 
teolytic enzyme and other chemical irritants. 

With regard to biochemical factors, Bacon and 
Hardwick (16) postulated that on the basis of 
recorded studies in the literature, anal pruritus 
may be caused by disturbances in the gastroin- 
testinal secretions resulting in a change in the 
bacterial flora and in an elevation of the pH of 
the rectal mucous membrane. In an attempt to 
reduce the pH of the rectal mucosa they insti- 
tuted a regimen consisting of an acid-ash diet 
and glutamic acid hydrochloride. Gelatin and 
lactose suppositories were added in an attempt 
to reduce anal leakage during the night. 

The recent introduction of fatty acid drugs 
(propionates, caprylates, and undecylenates) has 
improved the therapeusis of fungous infection of 
the anogenital area (5). These drugs are also 
bactericidal to a host of nonfungous organisms. 
Pruritus caused by monilia responds promptly 
and for a long time to these drugs. In our ex- 
perience a small number of patients with anal 
pruritus, suspected but not proved to be due to 
fungous infection, responded to the fatty acid 
drugs whereas they had been refractory to other 
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forms of nonradical therapy; these favorable ef- 
fects have been sustained. One of the best oint- 
ments for the treatment of fungous infection 
elsewhere in the body contains 5 per cent of 
undecylenic acid and 20 per cent of zinc undecy- 
lenate (258). 

Leucoplakia vulvae is included here because 
of its frequent occurrence in association with 
anal pruritus. Miller e¢ al. studied extensively 
the clinical, histopathologic, and therapeutic as- 
pects of this lesion. Hyams and Bloom have ob- 
served little or no free gastric hydrochloric acid 
in their patients with leucoplakia. Because of 
the known relationship existing between gastric 
anacidity and a low plasma level of vitamin A, 
they administered orally from 250,000 to 500,000 
units of vitamin A daily, supplemented by in- 
jections of 50,000 units twice weekly. In addi- 
tion, they gave each patient 1 c.c. of diluted 
hydrochloric acid 3 times daily. Fourteen of 18 
treated patients showed subjective and objective 
improvement in their condition; the 4 patients 
who were not benefited suffered from some con- 
stitutional disease. It was concluded that this 
lesion is of metabolic origin and not a neoplasm. 

Wilson modified Jelks’ procedure which consists 
of a radial incision through the anoperianal skin to 
the dentate line without removal of skin. The en- 
tire undercut surface is covered with one piece of 
oxidized cellulose packing. This operative pro- 
cedure is combined with a partial sphincterotomy 
and is followed by postoperative digital dilata- 
tions. 

Turell (275) has evaluated the results obtained 
with tattooing with mercury sulfide. Tattooing 
with mercury sulfide is advocated for the treat- 
ment of intractable anal pruritus which is asso- 
ciated with definite characteristic cutaneous 
changes in the absence of anorectal colonic 
disease. It may also be given a trial in cases of 
persistent pruritus without cutaneous changes, 
when other radical procedures, such as a subcu- 
taneous injection of ethyl alcohol or the radical 
excision of anoperianal skin, are being contem- 
plated. 

D’Antoni distinguished between the terms 
“diarrhea” and “dysentery.” Both types of stool 
may show mucus, blood, and pus, but the dys- 
enteric stool also contains cellular debris with 
little fecal material and its passage is associated 
with tenesmus, while the diarrheal stool is mainly 
fecal in composition. 

Any continuous or recurrent diarrhea which 
lasts longer than a month is arbitrarily considered 
chronic diarrhea. Almost 75 per cent of chronic 
diarrheas are caused by amebiasis, shigellosis, 
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and brucellosis, singly or in combination; all 
three types of intestinal infection may coexist 
in one patient. The exact diagnosis is estab- 
lished by appropriate laboratory procedures. 
Amebic cysts or trophozoites are detected on 
microscopic examination. Shigellosis is diag- 
nosed by repeated cultures of enema specimens, 
especially of 5 c.c. specimens collected from the 
final portion of a second enema. Brucellosis is 
diagnosed by special tests. 

Silverman and Leslie also emphasized that 
enteric infections caused by Endamoeba histolyt- 
ica, Bacillus dysenteriae, and Bacillus para- 
typhosus may exist with a history of minimal or 
no diarrhea. 

The initial treatment of all enteric infections 
calls for a multiple vitamin preparation of high 
potency. Shigellosis and brucellosis are treated 
for a long time with vaccines as in the chronic 
form these lesions are unaffected by the sulfona- 
mides or antibiotics. Shigellosis is best treated 
by an autogenous vaccine for over a year as 
results are not apparent for 6 months. Amebiasis 
is treated with available amebacides. Resistant 
amebiasis is treated with a combination of 
amebacides, penicillin, and sulfonamides. 

Levinson and his collaborators (240) found 
that a vaccine which produced a high degree of 
immunity in mice failed to protect human beings 
against experimentally produced bacillary dysen- 
tery. These enteric infections were quite severe 
but were effectively controlled by sulfadiazine, 
which also rapidly suppressed the carrier state. 
It appears that the many contradictory reports 
on the merits of sulfonamide drugs in bacillary 
dysentery may be due in part to the fact that 
dysentery is a self-limited disease. 

Kiefer pointed out that the present methods of 
medical therapy for ulcerative colitis are often in- 
adequate except in the milder cases, although 
severe and complicated cases are occasionally 
controlled by medical measures. 

The successful employment of sodium phthalyl- 
sulfacetimide in ulcerative colitis has been re- 
ported (Heineken, T. S., and Seneca, H. Rev. 
Gastroenter., 1948, 15: 611). 

Recently, Ehrlich (86) introduced extract of 
hog stomach as an addition to the therapeutic 
armameniarium. He believes that because of in- 
testinal hypermotility there is an increased con- 
centration of the proteolytic enzymes in the colon 
and rectum which predisposes the colonic mucous 
membrane to autolysis. To make up for the loss 
or deficiency of an assumed antiproteéolytic in- 
testinal substance, Ehrlich administered from 30 
to 60 gm. of desiccated extract of hog stomach, in 
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divided doses, daily before meals to 15 patients 
for a few weeks to 3 months. Inflammation, 
ulceration, and spasm disappeared and resulted 
in an intact mucous membrane. Because of 
secondary infection, 4 patients were treated with 
sulfonamide drugs. Another 4 patients suffered a 
relapse and required repetition of this form of 
treatment. 

Haskell and Friedman reported that the oral 
administration of a duodenal substance, defatted 
and desiccated without autolysis, gave beneficial 
results in patients with nonspecific ulcerative 
colitis by reducing the frequency of bowel move- 
ments, increasing the stool consistency, and caus- 
ing the disappearance of gross blood in the feces. 

The etiologic role of lysozyme (a mucolytic en- 
zyme) in ulcerative colitis is under intensive 
study in many clinics. At present it is known that 
(1) lysozyme is present in increased amounts in 
the stool of patients with ulcerative colitis, and 
(2) that perfusion of lysozyme through the colon 
of experimental animals is capable of causing 
severe ulcerations. 

Machella and Miller have treated 12 patients 
by means of a “medical ileostomy.” This con- 
sisted in the intubation of the bowel by means of 
a double-lumened Miller-Abbott tube with con- 
stant suction and the oral administration of a 
protein hydrolysate—dextrimaltose mixture. This 
therapeutic method aims at providing a tem- 
porary period of rest for the diseased colon and at 
the same time improving the nutrition of the 
patient. 

During the past 10 years, Cave (50) has op- 
erated upon ror patients with intractable ulcer- 
ative colitis with 20 immediate or early fatalities. 
Gain in weight, averaging 45 pounds, was noted 
in 50 patients. In 2 patients intestinal conti- 
nuity was re-established by ileosigmoidostomy. 
Prolapse of the ileum through the stoma is a 
disabling and serious complication. Acute ob- 
struction due to adhesions or volvulus has also 
been observed. Following proctectomy the ileos- 
tomy assumes, to some degree, the functions of 
the rectum—the ileal contents become more solid, 
the lumen enlarges, and the walls thicken. 

The technique of the construction of a single- 
barreled, skin-grafted ileac stoma after the meth- 
od of Dragstedt was described and utilized suc- 
cessfully in 4 cases by Black and Thomas. 

Vagotomy, as the only surgical form of ther- 
apy, was introduced by Dennis and Eddy as a 
means of decreasing intestinal muscular activity 
without significantly increasing the transit time 
of the fecal material through the bowel. Pus in 
the stool disappeared or was diminished. The 
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general health of the patient improved. It is to 
be noted, however, in the section on anatomy 
(elsewhere in the text) that the vagal innervation 
of the large bowel ends in the transverse colon. 
It is therefore difficult to understand how a 
vagotomy can affect the function of the left side 
of the colon or of the rectum, which are the 
most common sites of ulcerative colitis. Vagot- 
omy therefore probably produces its effects by 
decreasing activity of the small intestine and the 
right colon. 

Smith lists polyps, malignant lesions, strictures, 
perforation, hemorrhage, massive phlebitis, uvei- 
tis, arthritis, and cutaneous lesions as complica- 
tions of ulcerative colitis. Polyps, pseudopolyps, 
and true adenomas, single or multiple, occur fre- 
quently. Polyps are believed to result from the 
continued attempt of the colon to overcome its 
destruction. Malignancy seems to occur a long 
time after the onset of the inflammatory disease. 
This is in agreement with the experience of 
Cattell and Boehme (48). These authors empha- 
size that carcinoma arising on ulcerative colitis 
is highly malignant and metastasizes early. 
Strictures of the colon develop even after the 
performance of ileostomy or colostomy. Per- 
foration and massive hemorrhage are the result 
of destruction of the intestinal wall by the severe 
inflammatory process. 

Ricketts ef al. reported that 60 of 156 patients 
with clinical evidence of ulcerative colitis showed 
a normal colon on roentgenography. This, the 
authors emphasize, showed that anatomically 
ulcerative colitis may remain a relatively super- 
ficial process in many patients with symptoms of 
long duration. Variations in the clinical mani- 
festations may take place independently of the 
roentgenographic pattern. The extent of the 
roentgenologic involvement cannot be correlated 
directly with: (1) the type of onset, (2) the dura- 
tion of symptoms, and (3) the clinical severity 
of ulcerative colitis. 

The survival time of the Endamoeba histolytica 
in the feces in dysentery has been studied in 
Jerusalem by Gurevitch and Delightish. They 
noted that actively motile trophozoites of Enda- 
moeba histolytica survived from 5 to 8 hours in 
the fecal specimen left at room temperature, but 
at 37 degrees centigrade the ameba survived only 
from 2 to 4 hours. These authors agree that the 
best method for the diagnosis of amebas is the 
microscopic examination of a fresh fecal speci- 
men, but they believe that the results of the 
examination are reliable enough if it is performed 
within 6 to 8 hours. In cases in which immediate 
examination cannot be made it is advisable to 
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preserve the feces in the refrigerator. D’Antoni 
stated that the examination of a single stool fol- 
lowing purgation is as effective as the examination 
of 3 normally passed stools. Hargreaves, and 
Albright and Gordon deprecated the term “cyst 
carrier” because every individual who passes 
cysts must have vegetative amebas living on the 
tissues of the intestinal wall and completing 
their development. Cysts from asymptomatic 
carriers are pathogenic. The development of 
amebic hepatitis in about one-third of the pa- 
tients without a history of diarrhea or dysentery 
suggests that the “carrier” state is a pathologic 
condition and that it represents an active stage 
of the disease. Ellenberg (87, 88) believes that 
the basic pathologic pattern is identical in symp- 
tomatic and asymptomatic cases of Endamoeba 
histolytica infection, and that secondary invasion 
of amebic ulcers by bacterial pathogens is a 
decisive determinant in the symptomatology in 
amebic infection. 

Proctosigmoidoscopy (and occasional biopsy) is 
essential in the study of amebiasis. It was pointed 
out again (Schroder, S., Proc. Am. Fed. Clin. Res., 
1948, 4: 47) that some patients with trophozoites 
in the stool present no intestinal lesions while 
other patients with suggestive colorectal lesions 
show no trophozoites in the feces or on smear but 
respond well to antiamebic therapy. Before in- 
stituting treatment, however, we prefer to do a 
biopsy of the lesion as the trophozoite is frequent- 
ly found on histologic examination. 

The therapeutic armamentarium for amebic 
infection includes the available amebacides, 
namely, diodoquin, chiniofon, carbarsone, and 
vioform. Recently bacitracin, chloroquine (59, 
60), and para-aminobenzoic acid (sodium paba) 
(84) have received therapeutic trials. The sul- 
fonamides (87, 88) and the antibiotics (111) are 
employed in refractory cases, especially in the 
presence of secondary infection. 

D’Antoni believes that diodoquin is the most 
effective amebacide, although for some unex- 
plained reason this drug seems less effective than 
it formerly was. Ellenberg (87) noted good re- 
sults from carbarsone. In general, the ameba- 
cides act on the trophozoites and cysts within 
the intestinal lumen. However, emetine hydro- 
chloride, given parenterally, acts on the tropho- 
zoites within the tissues and is effective against 
amebas and extraintestinal amebiasis. However, 
chloroquine (60) has been found to be an effective 
substitute for emetine in the treatment of ex- 
traintestinal amebiasis and particularly in amebic 
hepatitis. Furthermore, it lacks the toxic po- 
tentialities, for which reason it is preferable to 
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emetine. Recently, emetine has been employed 
orally in the treatment of intestinal amebiasis. 
The enteric coating made possible the oral ad- 
ministration of this drug, which is given in 
dosages of 0.120 gm. daily to adults and of 
0.060 gm. daily to children for a period of 12 
days. These amounts provide a concentration of 
emetine in the intestinal tract which closely ap- 
proaches the amebacidal concentration neces- 
sary to eradicate the amebas without producing 
toxic side effects (243). 

The toxic action of emetine on the myocardium 
was studied by Dack and Moloshok. The prin- 
cipal signs of the toxic effects were dyspnea, 
tachycardia on mild exertion, fatigue, and electro- 
cardiographic changes generally involving the T 
waves. 

The extraintestinal complications of amebic in- 
fections consist mainly of suppurations in the 
liver, the lungs, brain, urogenital organs and 
skin, especially in the perianal region. Pericar- 
ditis is occasionally produced. 

In the discussion of the surgical aspects of 
intestinal amebiasis, Hawe advised conservatism, 
as surgery may be followed by acute exacerba- 
tion of amebic dysentery, local and distant sep- 
tic complications, intestinal hemorrhage, and de- 
lay or failure of normal repair processes. When 
an exploratory operation is absolutely necessary 
as in the case of possible appendicitis, the handling 
of the cecum should be avoided as much as pos- 
sible. Surgery is indicated for intestinal obstruc- 
tion or perforation and suppurations. When a 
rectal ameboma resembles carcinoma, biopsy is 
necessary as the parasite is usually demonstrable 
in the specimen. 

The treatment of anorectal lesions, such as 
hemorrhoids, fissures, and fistulas, should be de- 
layed until the underlying disease is eradicated 
(249). Rarely, a colostomy is of value in the 
treatment of anorectal fistula. 

Rectalgia associated with diarrheal disease may 
be relieved by a suppository containing ethyl- 
> apse (benzocaine) 3 to 4 times daily 
23). 

Crohn stated that marriage of patients with 
ulcerative colitis may be consummated, but that 
pregnancy should be avoided. It is generally 
agreed that these patients do well during the peri- 
od of gestation but often develop severe recur- 
rences a short time after parturition. Cave (50) 
advised therapeutic abortion after proper consul- 
tation for pregnant patients with ileostomy. 

_ Marriage of a man with a permanent ileostomy 
is possible and many have been successfully 
married. Prospective marriage of a woman with 
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a permanent ileostomy is unlikely to be success- 
ful, according to Crohn. This also holds true for 
already married women as an ileostomy is usually 
repugnant to romance and sex. Fear of infidelity 
on the part of the husband often leads to anxiety 
and a fear neurosis in the wife. 

However, successful marriages have been con- 
summated by women with ileostomies (A.S.L.). 

More and more references to the emotional 
factors in chronic ulcerative colitis are appearing 
in the literature. Daniels (69) reiterated the 
psychiatric factors previously discussed by him 
and which were discussed in our last review 
(273). He believes that over 75 per cent of the 
patients with this lesion have an emotional con- 
flict as a primary causative factor. 

Groen attempted through an elaborate bio- 
graphical anamnesis to establish what had taken 
place in the emotional life of his patients before 
the onset of an initial or recurrent attack of 
ulcerative colitis. This method differs from psy- 
choanalysis in that it does not rely too much on 
free association or dream-analysis and is also less 
time-consuming than an analysis. It is the 
examiner who controls*the conversation and sees 
that the history is related in a chronologic order; 
the examiner must objectify the findings. 

The special peculiarities of character observed 
and described in detail by Groen are: 

1. A well developed intellect. 

2. Carefulness and neatness, often exaggerated. 
These patients dislike vulgar or obscene ex- 
pressions and hate coarse jokes. They are neat 
in dress and choice of clothes. Some have a 
flair for fashion. They try to associate with 
people of a higher social status, thus acquiring a 
stamp of distinction and respectability. The 
women have a great sense of cleanliness, are 
conscientious in the performance of domestic 
duties, and often continue the meticulous house- 
work long after the disease has undermined their 
physical strength. 

3. Extreme sensitiveness, even oversensitive- 
ness. These patients are easily offended and do 
not get over things of minor importance. They 
feel ill-treated and fret about it. 

4. They frequently display hesitation and an 
unbalanced attitude toward the value of their 
own personality. While, on the one hand, they 
have an inferiority complex, on the other hand, 
they may give the impression that they have a 
high opinion of their own qualities. Inwardly 
they are full of criticism of others. The more 
their confidence is gained, the more they dare to 
criticize. A strong, but frequently hidden, narcis- 
sism is always apparent after prolonged search. 
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5. Egocentricity is very marked. They may 
talk about helping other people but actually they 
are doing nothing outside of their immediate 
circle. They hardly ever possess political or hu- 
manitarian ideas. 

6. A passive attitude toward life is frequently 
exhibited. These patients talk much about what 
they would like to do but never do anything. 
They are usually ambitious but to a limited 
degree. 

7. Fear is a dominant feature. In an emer- 
gency situation they usually retreat or fail. In 
any difficult situation they preferably choose the 
path of least resistance; this attitude may be 
hidden under a show of manly independence. 

8. Lack of aggressive tendencies in behavior 
is present in most but not in all patients. 

g. Love, sympathy and affection, and har- 
monious surroundings are sought for by these 
patients. If they do not receive love from others 
they become utterly helpless and unhappy. 

1o. They possess an exaggerated, idealistic, 
frequently naive, and infantile conception of love. 
They think of love as a sublime adoration, at- 
tachment and harmony between husband and 
wife but consider the bodily sexual contact as 
something inferior. They cannot establish a 
normal harmony between their practical erotic 
and their ideal love life and, consequently, they 
seldom are capable of normal sexual relation- 


ships. Many never marry or marry only after 


long hesitation. Loss of libido or impotence 
occurs frequently in male patients. Many of the 
married female patients have never experienced 
a normal orgasm as frigidity frequently precedes 
the onset of colitis. These patients, even the 
adult ones, frequently practice masturbation 
which is a marked contradiction to the purity 
and idealism of their love ideal. 

11. Abnormally strong fixation on the mother 
frequently combined with fear of the father is 
observed in all male patients. There is no woman 
who can equal their mother. Some of the male 
patients have an “instinctive” liking for elderly 
women. Their attitude toward other men is 
often reminiscent of the fear or hate they feel 
toward their father. Some female patients exhibit 
a strong fixation on the father and an aversion 
to the mother. 

12. These patients repress and worry much 
more than is apparent; it is difficult to induce 
them to speak about their inner life. Sometimes 
they are ashamed of not being able to manage 
their conflicts themselves. 

Individuals with a character structure just 
described may live undisturbed as long as their 
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special wishes and desires are satisfied, or as long 
as they live a sheltered life. However, this 
sheltered or special life may be easily upset. If 
a situation arises with which the patient cannot 
cope and from which he cannot escape, he will 
conceal it, and in a few days ulcerative colitis 
will be present. 

Treatment consists of 2 parts, namely, an 
emotional catharsis and simple encouragement 
of the patient. As a result of this superficial 
type of treatment the colitis clears up, but the 
patient remains a neurotic. 

Ginsberg and Ivy (Gastroenterology, 1946, 7: 67), 


however, have stated that to date no clearcut evi- 


dence has been produced to show that ulcerative 
colitis is the end result of functional, vascular, or 
neurotropic derangement, although they concede 
that emotional factors may play a part in the on- 
set of this condition. 

Mucous colitis is very probably merely an ex- 
pression of or a somatic response to nervous 
tension, such as anxiety states, submerged fear, 
guilt, and so forth. Gauss believes that in this 
disease the life conflict of the patient is mediated 
through the sympathetic nervous system and is 
localized in the colon. Psychotherapy combined 
with somatic treatment is of value. Cures are 
few, recurrences frequent, and fatalities absent. 

It would probably be better to abandon the 
term “mucous colitis” because the ending “itis” 
connotes inflammation which is usually absent 
in this disease. 

Lyons demonstrated that sigmoidal carcinoma 
and diverticulitis are frequently the cause of 
right-sided symptoms which simulate appendi- 
citis. He suggested the following probable rea- 
sons for the contralateral symptomatology: (1) 
position of the sigmoid on the right of the mid- 
line due to mobility or anatomic variation, 
(2) perforation of the right border of sigmoid or 
rectosigmoid with spillage of fluid into the right 
iliac space, (3) extension of perisigmoidal abscess 
to the right, (4) adherence of right-sided struc- 
tures to the sigmoidal lesion, (5) marked dis- 
tention of the cecum, and (6) situs inversus. 

Jones (137) advocated thorough surgical intra- 
abdominal exploration for cases of rectal bleed- 
ing of unknown origin. Through a low midline 
incision he visualizes and palpates all of the 
small intestine beginning at the ileocecal junction. 
If the small intestine is normal, the colon is then 
examined in a similar manner. If this examina- 
tion gives negative results, the stomach and 
duodenum are explored through an upper mid- 
line incision. This order of exploration was 
adopted because roentgenography is usually re- 
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liable for the detection of gastric and colonic 
lesions, but is of no value in the small intestine 
except in cases of obstruction. 

Wilkinson reviewed the literature and pre- 
sented the surgical anatomy as well as his per- 
sonal experience with 23 cases of coccygodynia. 
The pain in this lesion is said to be due to tonic 
spasm of the pelvic floor or paracoccygeal muscles. 
Massage of these muscles in the long direction 
of their fibers, as advocated many years ago by 
Thiele (J. Am. M. Ass., 1937, 109: 1271), is often 
effective. Wilkinson feels that coccygodynia is 
seldom, if ever, a manifestation of hysteria or 
psychoneurosis; the apparent neurosis is more 
likely the result of this painful lesion. 


GYNECO-OBSTETRIC ASPECTS 


Marbury and Goldman reported 2 cases of 
suppuration with fistulas following episiotomy, 
and a third case of anal pain without a definite 
fistula. While episiotomy constitutes a definite 
advance in the prophylaxis of rectal injuries due 
to extensive lacerations of the perineum, it may, 
however, cause perianal suppuration later and 
lead to fistulas-in-ano, rectovaginal fistulas, and 
painful scars. Nicholson believes that whereas 
the old median episiotomy is subject to the 
complications described by Marbury and Gold- 
man, the mediolateral episiotomy or perineotomy 
eliminates anorectal complications since the in- 
cision avoids the close neighborhood of the rectum. 

Garlock (94) described a plastic procedure 
which is applicable to the repair of recurrent 
rectovaginal fistulas associated with extensive 
scarring. Through a transverse incision in the 
posterior fourchette a flap of vaginal mucosa is 
dissected away from the rectum to a level above 
the fistulous opening. The rectal opening is 
closed with interrupted sutures of fine chromic 
catgut with the knots facing the rectum. Each 
levator ani is mobilized and a flap is cut from 
the anterior edge of each muscle, to leave a 
pedicle at the lower end. The right flap is 
placed across the repaired rectal wall and sewn 
into place with interrupted sutures of fine silk; 
the left flap is sutured over the right. Bleeding 
is controlled and the vaginal mucosa is closed 
vertically with fine chromic catgut. Complete 
healing takes place in about a fortnight. This 
plastic repair eliminates the rigid, poorly vas- 
cularized scar tissue and substitutes normal soft 
muscle. The preoperative regimen is similar to 
that employed for colonic surgery. Postopera- 
tively, the bowels are kept inactive by a liquid 
diet and tincture of opium for 9 days. The rec- 
tum may then be irrigated. (Also see chapters 
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dealing with endometriosis, carcinoma during 
pregnancy, strictures caused by venereal lym- 
phogranuloma, perforation caused by enema tips, 
intestinal injuries occurring during gynecologic 
operations, and effects of irradiation). 


PEDIATRIC ASPECTS 


The anatomic peculiarities of the terminal por- 
tion of the colon of the newborn (from birth 
through the first 3 months), of the infant (from 
4 months up to 3 years), and the child (3 years 
and older) are reviewed by Schapiro. The anal 
canal of infants and the newborn, as well as the 
surrounding musculature, is quite elastic and 
distensible. The infant’s rectum is practically 
vertical in position. The sigmoid is very long 
and coiled. A well lubricated small finger can 
be inserted easily in the anal canal of the new- 
born, while an index finger may be introduced 
with ease into the anal canal of infants and 
children. Proctosigmoidoscopy should be per- 
formed in an extreme inverted position because 
of the vertical position of the rectum and the 
necessity of straightening the coiled segments of 
the long sigmoid. An &dult-sized proctosigmoid- 
oscope is well tolerated by children 3 years of 
age or older. It is emphasized that in the new- 
born the anterior peritoneum extends to within 
1.25 cm. (0.5 inch) of the anus, whereas pos- 
teriorly the peritoneal reflection is rather high. 

The embryologic, pathologic, and clinical fea- 
tures as well as the treatment of imperforate 
anus are well discussed by Arnheim, and Rosen- 
blatt and May, and Brynjulfsen, who believe 
that an operation should not be delayed too long 
in the uncomplicated cases. On the other hand, 
Rhodes re-emphasized his former teachings (Am. 
J. Surg., 1934, 24: 828) that operation for im- 
perforate anus should be delayed for several 
days to give the terminal bowel sufficient time 
to descend as far as possible. In some cases the 
utmost descent takes place in 48 hours, while in 
others it will not occur until the infant is 5 days 
old. Rhodes also believes that virtually all of 
the newborn can be operated upon successfully 
through the perineal approach; “perhaps there 
may be a thousandth case that will require colos- 
tomy.” It should be pointed out that colostomy 
is generally advised if the rectal pouch is more 
than 2 cm. above the perineum or when a fistula 
to the urinary tract exists. Liburt reported a 
successful anorectoplasty with a 3-year follow- 
up, in which he utilized the sigmoid colon as a 
new rectum and anus. 

Rhoads (Amn. Surg., 1948, 127: 552) reported 2 
instances in which -the simultaneous abdominal 
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and perineal operation for imperforate anus of 
Type III of the Ladd and Gross classification 
(Am. J. Surg., 1934, 23: 167) was successfully 
performed. 

A case of complete congenital atresia of the 
transverse colon was reported by Potts. A suc- 
cessful side-to-side isoperistaltic anastomosis was 
performed with No. ooooo silk used throughout. 
The patient made a smooth recovery. Roent- 
genography by means of an opaque enema per- 
formed on the nineteenth postoperative day 
showed that the lumen of the colon had en- 
larged considerably. Potts believes that his is 
the first instance of this anomaly in which the 
infant survived surgical interference. 

A case of duplication of all segments of the 
colon (colon duplex), including the cecum and 
rectum, was reported by Weber and Dixon. Both 
colons seemed to be complete morphologically 
and had a common mesentery. The colon with- 
out external communication was filled with fluid 
and calcareous material, displacing the other 
colon and rectum. 

Duplication of the colon is rare as contrasted 
with the relative frequency of duplication of the 
small bowel (77). Parenthetically, only 1 case 
of triplication of the colon has ever been re- 
ported (Gray, A. W., Arch. Path., 1940, 30: 1215). 

Scott and Serenati believe that megacolon is 
a symptom complex rather than a disease entity. 


Mecholyl bromide was successfully employed by 
Peterman in 11 of 12 children with congenital 


megacolon. Swarts believes that conservative 
medical therapy should be maintained for a year 
in this condition and that no patient under 5 
years of age should be treated surgically. Scott, 
utilizing the spinal anesthetic motor test, believes 
that when this test is effective, previous conserva- 
tive therapy should be continued. In a few 
selected patients sympathectomy was advised if 
spinal anesthesia brought about a dramatic 
temporary effect. When the spinal anesthesia 
test is ineffective, the condition is classified as 
dolichocolon and colonic resection is carried out. 
Scott prefers a left hemicolectomy and a lateral 
anastomosis in order to produce the widest pos- 
sible stoma. Swarts, and Dixon and Benson (76) 
do not consider sympathectomy a good operative 
procedure, but regard colectomy the surgical pro- 
cedure of choice. Dixon favors the exteriorization 
procedure, and calls attention to the temporary 
distressing intestinal dysfunction which may ap- 
pear several weeks after operation. Plain roent- 
genograms of the abdomen show moderate dilata- 
tion of both the small and large bowel, which is 
often segmental. This condition seems to be pro- 
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duced by spasm and functional derangement of 
the normal peristaltic activity of the intestine. 
The administration of belladonna in adequate 
dosage affords early and adequate relief. At the 
Mayo Clinic belladonna is given routinely for 
several months after this type of operation. 

D’Antoni encountered 73 juveniles ranging 
from 6 months to 12 years with amebiasis who 
presented manifestations differing from those in 
adults. These children had: (1) a muddy, yel- 
lowish-tinged complexion, (2) large and tender 
liver, (3) changes in personality (well behaved 
children became irritable, sullen, and unmanage- 
able), and (4) capricious, and sometimes in- 
satiable appetites. Slight constipation was fre- 
quent. Diarrhea was present in a few patients 
and mild dysentery in a few others. The diagnosis, 
made in the laboratory in all 73 patients, was in- 
dubitable. Usually, the diagnosis was made from 
aspirated material secured at sigmoidoscopy. 
Parents or others in close contact with the children 
were always found to have amebiasis. Adequate 
therapy produced prompt improvement in the 
symptoms (see chapter dealing with diarrhea and 
dysentery). 

D’Antoni also indicated that amebiasis mimics 
neurosis, anxiety states, cholecystitis, appendi- 
citis, and peptic ulcer. 

As stated in the chapter dealing with benign 
neoplasms, exclusive of the first year of life, ap- 
proximately 3 per cent of children have adenomas 
(118). Occasionally, the familial type of adeno- 
matosis is observed in juveniles (76). 

Bonelli reviewed the literature and found 142 
cases of carcinoma and 76 cases of sarcoma of 
the small and large bowel in individuals up to 
19 years of age. Sarcomas occurred predominant- 
ly in the small bowel and infrequently in the 
colon and rectum; they also occurred in the 
duodenum. Carcinoma was prevalent in the 
colon, especially in the rectum (70 cases). Cancer 
of the colon and rectum ranked first among the 
malignancies of the alimentary tract. Grossly, 
the carcinomas were polypoid, ulcerative, infil- 
trative, and stenosing. Microscopically, the neo- 
plasms were adenomatous, scirrhous, and colloid. 

The diagnosis of colonic neoplasms was made 
on history, physical examination, digital rectal 
examination, anoproctosigmoidoscopy, and roent- 
genography. About 75 per cent of the neoplasms 
were visualized instrumentally and biopsied. The 
lesions situated above the reach of the sigmoido- 
scope were diagnosed with the aid of a double- 
contrast barium enema. The treatment was 
surgical resection with immediate anastomosis or 
colostomy followed by resection. 
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MISCELLANEOUS 


Sullivan and King (259) confirmed the efficacy 
of resin of Podophyllum for the eradication of 
condylomata acuminata. However, they changed 
the original method of treatment recommended 
by Kaplan (WN. Orleans M. & S. J., 1942, 94: 338), 
using 20 per cent of the drug in 95 per cent of 
alcohol instead of in the suspension of oil. Marks 
uses a 15 per cent concentration of Podophyllum 
in compound tincture of benzoin. Sullivan and 
Blanchard (257) believes that resin of Podophyl- 
lum exerts its action on the cell metabolism (in 
contrast to drugs which produce a fixing or co- 
agulation effect) and that podophyllotoxin is prob- 
ably the substance responsible for the cytotoxic 
effect. 

Kushlan presented a historic and clinical re- 
view of hereditary hemorrhagic telangiectasia, 
as well as its successful treatment with rutin 
which is supposed to act by decreasing capillary 
fragility and by increasing the strength of the 
muscular endothelial wall of the telangiectases. 

Marshak discussed the extracolonic pelvic path- 
ologic processes which because of their proximity 
may produce roentgenologic defects in the recto- 
sigmoid. 

Browne pointed out that mineral oil interferes 
with the absorption of vitamins and minerals, 
with normal physiologic processes of the intesti- 
nal tract, and with anal hygiene. Alvarez (7) 
called attention to the fact that when mineral 
oil is administered in the form of a fine emulsion 
about one-half of it goes through the wall of the 
bowel and goes on into the liver. It appears 
that the indiscriminate use of mineral oil can 
be dangerous and one should be aware of its 
possible deleterious effects. 

In the past there have been reported several 
fatal accidents in which death resulted from an 
explosion of intestinal gas during electrocoagula- 
tion procedures. To eliminate the dangers of 
explosions, Marchand described a method of 
electrosurgery which could safely be used in the 
terminal portion of the colon. The essential 
feature is contact coagulation by means of an 
instrument which is fastened in place before the 
current is turned on and is not withdrawn until 
the current has been turned off; this averts the 
possibility of a spark at the making or breaking 
of the contact. It should be noted that Bierman’s 
coagulation electrodes which are fastened to the 
lesion by means of suction accomplish the same 
purpose. Furthermore, it is believed that ex- 
plosions of intestinal gasses can be avoided easily 
by the employment of suction simultaneously 
with electrocoagulation. Arnous designed an in- 


135 


genious proctoscope through which an incombus- 
tible gas (nitrogen or carbon dioxide) is made to 
pass through a 3 way stopcock, flooding the 
region of the spark. This gas is said to form a 
barrier between the intestinal gasses and the ex- 
ternal air (creating an inert atmosphere) and 
thereby prevent the formation of an explosive 
mixture. 


PILONIDAL (SACROCOCCYGEAL) DISEASE 


Certain facts about pilonidal disease which be- 
came evident during World War II and trends 
in the choice of surgical procedures for this con- 
dition were discussed by Turell (272). It is now 
apparent that trauma plays an important role 
in the activation of pilonidal lesions. Hyperhi- 
drosis and lack of ideal personal hygiene imposed 
by training and battle conditions have been im- 
portant in the initiation of pilonidal infection. 
Surgical specimens removed at initial operation 
yielded hemolytic and nonhemolytic staphylo- 
cocci and streptococci, whereas organisms of the 
colon bacillus group were almost never found. 
Similar findings were obtained when the subcu- 
taueous tissue juices of the buttocks, as far out 
as 2 cm. from the line of excision of pilonidal 
cysts, were studied bacteriologically. These ob- 
servations suggested that sulfonamides and anti- 
biotics have a definite place as an adjunct to 
surgery. 

A comparative study of chemotherapeutic 
agents in the primary closure of pilonidal wounds 
by Hamilton and Cattanach showed that the 
best results were obtained with locally applied 
penicillin combined with orally administered 
sulfadiazine. Successful healing was noted in 
93-8 per cent of 32 patients so treated. Patients 
receiving penicillin intramuscularly in doses be- 
tween 20,000 and 25,000 units every 3 hours 
showed no significant superiority in wound heal- 
ing over those who received no chemotherapy. 
However, in a few cases of incipient postoperative 
wound infection, a dosage of from 60,000 to 
80,000 units of penicillin, administered paren- 
terally every 3 hours, was effective in aborting 
infection when smaller doses of this antibiotic 
were ineffective. Turell (272) reported that peni- 
cillin administered early and in large doses may 
have been effective in preventing abscess in some 
cases of cellulitis in the pilonidal area. 

In cases of abscess the best results have fol- 
lowed a simple surgical procedure (272) which 
consists of the evacuation of pus, necrotic ma- 
terial, and, frequently, tufts of hair through a 
generous incision, as well as irrigation of the 
abscess cavity with normal saline solution. The 
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roof of the cavity is then removed, hemostasis 
is obtained by gentle pressure, and the cavity is 
packed lightly with gauze (or gelatin sponge) 
which has been previously soaked in a solution of 
penicillin. By comparison with the method of 
crucial incision and drainage only, the wide un- 
roofing of the abscess cavity is believed to be a 
far superior procedure. 

Good results from conservative sclerotherapy 
in acute, chronic, and recurrent cases of abscess 
were reported by Shafiroff and Doubilet who 
employed a penicillin-sodium morrhuate solution 
(100,000 units of penicillin to 5 c.c. of 5 per cent 
solution of sodium morrhuate). 

The marsupialization (Buie) technique for 
cysts and sinuses was discussed by Henning and 
Dempsey, and by Todaro and Prag. 

A cutaneous flap procedure utilizing a trans- 
verse or lateral incision was described by Ber- 
man. After proper scrubbing of the operative 
area with soap and water, the sinus was excised 
widely and completely through an elliptical or 
longitudinal incision. Transverse incisions were 
then made through the wound and the flaps 
undermined. The longitudinal or horizontal 
wounds were closed. The lateral wounds were 
left open for drainage in infected cases, while in 
clean cases the wounds were closed loosely. Ber- 
man believes that his cutaneous flap technique 
permits mobility of the wound at a higher level, 
and releases all tension on the longitudinal suture 
line. This, in turn, puts the suture line of the 2 
lower flaps at rest and allows these flaps to move 
as a unit; this prevents poor healing of the 
caudalmost angle of the horizontal or longi- 
tudinal wound. This technique aims to combine 
some of the desirable features of the closed 
techniques and the open procedures. 

A method of primary closure without flap 
formation is described by Larkin. A narrow 
strip of skin is excised in the midline which in- 
cludes the ostia of the cyst as well as scars from 
previous incision and drainage procedures. The 
cyst and adjacent subcutaneous tissues are re- 
moved to denude the sacrococcygeal and gluteal 
fascia bilaterally and undermine the skin widely. 
Number 30 stainless steel sutures are placed 
through the skin o.5 inch apart on the gluteal 
and sacrococcygeal fascia, which when tied over 
a gauze dressing tend to close the dead space. The 
skin is reapposed with No. 30 stainless steel wire 
vertical mattress sutures. All sutures are re- 
moved on the seventh postoperative day. Pri- 
mary healing was obtained in go.g per cent of 66 
patients who had not been operated upon previ- 
ously and in 71 per cent of 21 patients with re- 
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current lesions. All patients had received peni- 
cillin parenterally. 

For the treatment of uninfected pilonidal cysts 
the musculofascial flap techniques with primary 
closure of the wound came into vogue during 
World War II, although the theoretic advantages 
of such procedures were apparent to Ottenheimer 
in 1933 (Ottenheimer, E.J. Am. J. Surg., 1933, 
2:120). Pope described a sliding gluteus maximus 
muscle graft technique, and Ziegler ef al. de- 
scribed a sliding fascia procedure. For the details 
and illustrations of these operations the reader 
is referred to the drawings of the original articles. 

Holman has simplified the musculofascial 
techniques. His procedure is quite akin to the 
one described by Shute et al. (Ann. Surg., 1943, 
118: 706). In short, the pilonidal cyst is excised 
en bloc through an elliptic incision directed 
lateromedially. The fascia overlying the gluteus 
maximus muscle on both sides, together with a 
thin layer of muscle tissue, is mobilized sufficient- 
ly to permit approximation of the outer flaps 
without tension. The outer musculofascial flaps 
are united in the midline overlying the coccyx 
and the lower sacrum by from 4 to 8 interrupted 
No. o chromic catgut sutures. These sutures in- 
clude bites of the midprecoccygeal and presacral 
fascia with a view to obliterating the dead space; 
nonabsorbable sutures are not used as these are 
undesirable in this area. The skin is approxi- 
mated by a continuous subcuticular stitch of 
nonabsorbable suture material which is removed 
in 7 or 8 days. The inferior angle of the wound is 
closed meticulously (epithelial edge to epithelial 
edge), while 2 cm. of the cephalad portion of the 
wound are left open for the escape of blood and 
serum. This is an important point of the tech- 
nique. One of us (272), in performing the Shute 
procedure, meticulously closed the inferior angle 
of the wound and left the remainder of the wound 
open for a period of about 48 hours with the in- 
sertion of a gauze wick. This gauze packing was 
placed between the skin edges following the intro- 
duction of the skin sutures which were left un- 
tied from 36 to 48 hours. After the removal of 
the gauze the sutures were tied to approximate the 
skin edges. It was surprising to observe a large 
amount of hemorrhagic serum in the dressings 
at this time. The application of the principle of 
late closure to the middle and cephalad portions 
of the wound had not increased the time of 
effective healing. 

During operation trauma to the tissues is 
meticulously avoided; even retractors are not 
used so as not to injure the delicate and vulner- 
able adipose tissue. Clamps on bleeding vessels 
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are rarely used. Patience and digital pressure 
usually stop the bleeding. Chemotherapy is used 
before and after operation. The patient lies on 
his abdomen or sides and may stand to urinate; 
lying on the back and sitting is forbidden for over 
a week. 

The occurrence of a rare complication, namely, 
subphrenic abscess, following primary closure for 
pilonidal cyst was reported by Hurwitt. 

Holman called attention to the acquired type 
of recurrence. Dimpling of the skin with a sub- 
cutaneous sinus penetrating the deep tissues may 
occur in the scar. Hairs from the walls of the 
dimple are directed inward which act as a foreign 
body perpetuating infection. Simple excision of 
such dimples is curative. 

Skin grafting of the wound, employing an 
intermediate or a split-thickness skin graft after 
excision of large recurrent pilonidal cysts, may be 
done advantageously (131, 272). The freshly ex- 
posed area apparently is a good base on which 
to place a skin graft. It should, however, be 
pointed out that the grafted skin in the sacro- 
coccygeal area is affected easily by slight trauma 
to present excoriation or fissures. 

On the basis of prewar civilian and consider- 
able military experience during World War II, 
one of us (R.T.) believes that the open operation 
with excision en bloc is the safest procedure in 
the hands of the average surgeon. However, this 
surgical procedure leaves a thin and wide scar 
over bone structures without an intermediate pro- 
tective subcutaneous layer of fat. This in turn 
renders the scar vulnerable to trauma. 

On the other hand, the primary closure tech- 
niques are still in the process of perfection. At 
the present the musculofascial techniques, such 
as that described by Holman, are the preferred 
procedures, especially for treatment of the large 
cysts or sinuses. The complications following 
primary closure, which appear to be due to bleed- 
ing, infection, and to the use of nonabsorbable 
suture material, can be dealt with easily by con- 
verting the closed wound into an open one. Ex- 
perience has shown that when these wounds are 
laid open they heal exceedingly fast (healing is 
much more rapid than that following primary 
open technique excision en bloc), probably be- 
cause of the increased vascularity of the muscle 
and the mobilization of the gluteal fascia which 
allow faster cicatricial contracture of the wound. 
The reconstructive primary closure of the piloni- 
dal wound is a useful procedure when properly 
indicated and performed (228). 

Smith (J. Am. M. Ass., 1948, 136: 973) is ap- 
parently the first to report the occurrence of 
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“true” pilonidal cysts in the anterior part of the 
perineum. 
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Epithelial Tumors Associated with Developmental 
Cysts of the Maxilla. Epwarp C. Starner. Oral 
Surg., 1948, 1: 887. 

Cysts of the jaws that are of developmental origin 
are most often lined with a fairly even, uniform layer 
of epithelium. In a few instances variation from this 
smoothness of the wall may be manifested by the 
occurrence of thickening or the presence of mural or 
papillary growths of the inner wall of the cysts. 

In the 3 cases reported in the complete paper, the 
entire cavity of the cyst had become filled with an 
epithelial tumor. Two of these epithelial tumors oc- 
curred in dentigerous cysts and 1 occurred in what 
appeared to be a globulomaxillary cyst. 

Some of the results of the study of 3 epithelial 
tumors in the maxilla have been given. These 3 
tumors presented many similar features. Two of 
them occurred within the fibrous tissue capsule of 
dentigerous cysts and the third occurred in the inter- 
septal bone between the maxillary lateral incisor and 
the canine tooth. The location of the third at once 
aroused speculation as to whether it was derived 
from epithelial remnants in the closure of the globu- 
lar and maxillary processes, similar to those from 
which globulomaxillary cysts are derived. 

A glandular arrangement and formation of acini 
were common to all 3 tumors, but the presence of 
mucin was not demonstrated. A clearly defined hya- 
linlike ring was seen about many of the glandular 
spaces. The nature of the substance of these rings 
was not determined. The thought was entertained 
that the rings might be evidence of an attempt to 
form an enamel matrix. 

The roentgenologic findings were of interest in that 
they suggested conditions other than those found. 
Radiopaque objects which one would ordinarily pre- 
sume to be calcified dental structures proved to be 
calcareous deposits in the stroma. 

Although the 2 tumors that developed within the 
dentigerous cysts no doubt had their origin from 
odontogenic epithelium, they lacked the typical fea- 
tures of epithelial tumors derived from that source. 
What inhibitory influence the fluid of the cyst may 
have had on the tumor growth is problematic. 


EYE 


The Fascia of the Orbit: Its Anatomy and Clinical 
Significance. RicHarp G. ScoBEE. Am. J. Ophth., 
1948, 31: 1539. 

The fascia of the orbit is more or less continuous. 

The dura mater investing the optic nerve divides at 

the apex of the orbit into an outer layer, the perior- 


HEAD AND NECK 


bita, and an inner layer which continues along the 
optic nerve. The periorbita is confluent with the 
periosteum of the facial bones and at their junction 
they form a ridge known as the arcus marginale. The 
septum orbitale extends from this ridge around the 
orbit to the palpebral fissure. 

The annulus of Zinn is intimately fused with both 
the periorbita and dura at the apex of the orbit. The 
dura which ensheaths the optic nerve in its orbital 
course fuses with the fascial capsule (Tenon’s) which 
encases the globe at the point of exit of the opticnerve. 
The middle third of the capsule is pierced by the 
oculorotary muscles passing toward their scleral in- 
sertion. The capsule is prolonged backward at these 
points along each muscle. This muscular fascia en- 
sheaths each muscle completely and stretches as a 
membrane between adjacent margins of the rectus 
muscles. Division of this membrane is necessary to 
obtain the maximal effect in recession operations. 
Offshoots of the muscle sheaths become attached to 
the periorbita to form check ligaments. These must 
be sectioned to assure satisfactory results in muscle 
surgery. FRANK W. NEWELL, M.D. 


Horizontal Concomitant Strabismus. Epmunp B. 


SpaEtH. Am. J. Ophth., 1948, 31: 1553- 


True horizontal concomitant squint is the classical, 
alternating type wherein the patient has the same 
degree of squint for near and for distance with the 
objective and subjective angles being the same, the 
refractive error practically equal in each eye, and 
not related to the squint or to the convergence-ac- 
commodation ratio. Except in this pure type of stra- 
bismus congenital disturbances of the vertical rota- 
tors play a profound role in the development of con- 
vergent and divergent squints of all types. The 
unmasking of the vertical component and the identi- 
fication of muscles involved is basic to the diagnosis. 

Inferior oblique muscle overaction may occur in 
accommodative strabismus without demonstrable 
paresis of the contralateral synergist. Oblique mus- 
cle overactions are more common than similar in- 
volvement of the vertical rectus muscles. It is not 
always possible to state that the lateral concomitant 
deviation is due to a paresis of a vertical acting 
muscle, or secondary deviation of the synergist, or 
overaction of the direct antagonist of a paretic mus- 
cle. In such cases in which the vertical anomaly is 
contributory to the lateral concomitant strabismus, 
treatment by orthoptics is not indicated and the 
treatment is surgical, preferably before the age of 
four. The greater deviation, whether horizontal or 
lateral, should be first corrected. Satisfactory single 
binocular vision with fusion cannot be obtained as 
long as the vertical component is present to an ap- 
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preciable degree. The sequence of surgical procedures 
of the vertical methods which gives the best results is 
as follows: (a) a recession of the overacting synergist 
or a resection of the paretic muscle; (b) reversal of 
the sequence of (a); (c) recession of the overacting 
direct antagonist. Frank W. NEwELL, M.D. 


Operative Treatment of Vertical Tropias. B. F. 


Payne. Am. J. Ophth., 1948, 31: 1217. 


The author cites that the surgical relief from the 
discomfort of vertical tropias has progressed remark- 
ably since Duane and his pupil, White, performed 
one of the first tenotomies on the inferior oblique 
muscle. He stresses the necessity of an accurate 
diagnosis of the muscle or muscles involved in verti- 
cal tropias. To arrive at the proper outcome of surg- 
ery he suggests a routine examination consisting of: 

1. History—general and ophthalmic 

2. Visual acuity and accommodation determina- 
tions without and with glasses. 

3. Muscle balance and fusion tests. 

4. Refraction and correction with glasses. 

5. Orthoptic treatment 

6. Operation and follow up 

He stresses the value of the estimation of the 
phoria or tropia in the primary position and in the 6 
cardinal directions of gaze. Eye dominance is de- 
termined because most surgeons prefer to operate 
on the nondominant eye. Orthoptic exercises should 
follow surgery if the degree of fusion warrants it. 

The author also stresses the point that if the pa- 
tient has no symptoms and is content with his ap- 
pearance he should be let alone. 

The operative objective in the correction of verti- 
cal tropias is to give horizontal alignment to the vis- 
ual axes of the two eyes. This may be done in one of 
three ways or a combination of the three: 

1. By strengthening the weak or paralyzed muscle 
by a shortening operation. 

2. By weakening the contralateral synergist by 
tenotomy or recession. 

3. By weakening the antagonist of the same side 
by recession or tenotomy. 

The author states, after citing 6 cases, that each 
millimeter of recession of the inferior oblique muscle 
gives approximately 2.5 prism diopters of correction. 
In conclusion he states that: 

1. Carefully planned operations for the relief of 
vertical tropias are successful if the diagnosis is correct. 

2. Aclear understanding of the muscle or muscles 
involved is essential. 

3. The type and extent of operation will be deter- 
mined by the points brought out in examination. 

4. Injury to the neighboring structures should be 
avoided. J. WoopHutt Overton, M.D. 


Implant of a Vitallium Tube in the Treatment of 
Stenosis of the Lacrimal Duct. Vito La Rocca. 
Arch. Ophth., Chic., 1948, 39: 657. 

The author advocates the insertion of a vitallium 
tube into the bony lacrimal duct through the lower 
part of the sac. 
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Under local anesthesia an incision is made 1.5 cm. 
long, beginning at the lower edge of the inner canthal 
ligament and curving downward. A probe is in the 
sac as a guide. An incision is made in the sac and the 
bony canal curetted. The tube is inserted and se- 
cured to the periosteum by suture. 

The operation is simple; it can be performed in 
spite of mucosal atrophy or infection and gives 
excellent results. Eart H. Merz, M. D. 


Intravitreal Injection of Penicillin: Study on the 
Levels of Con¢gentration Reached and Thera- 
peutic Efficacy. ARNOLD Sorssy and JosePH UN- 
GAR. Brit. J. Ophth., 1948, 32: 857. 


The authors discuss the intravitreal injection of 
penicillin. Their studies were conducted with a 
view to assessing the levels and persistence of peni- 
cillin injected intravitreally and to determine the 
efficacy of this procedure in controlling experimental 
infection of the vitreous. 

In the early days of penicillin therapy, direct in- 
jection of penicillin into the vitreous was considered 
as a possible method of treatment because it was be- 
lieved that penicillin injected systemically did not 
penetrate into the interior of the eye. Early samples 
of penicillin destroyed the eye but crystalline peni- 
cillin was well tolerated (although damage to the 
retina did ensue). 

The results of the authors’ experiments, however, 
were not encouraging. Only 2 of the 3 rabbits which 
were treated 3 hours following infection, and only 1 
(or possibly 2) of the 3 which were treated immedi- 
ately after infection can be regarded as having eyes 
with good function, clinically. In all the remaining 
animals the infected eyes were lost. Although peni- 
cillin influences the course of the infection, one intra- 
vitreal injection of 5,000 units is not sufficient to 
overcome fully a heavy experimental infection, even 
when it is administered 3 hours following infection, 
or at the time of infection. If treatment is begun 20 
hours after infection, panophthalmitis can be pre- 
vented, but organization of the vitreous destroys 
the function of the eye. 

It is concluded that adequate antibacterial levels 
persist in the vitreous for 36 hours and possibly 48 
hours after direct intravitreal injection of 5,000 units 
of crystalline penicillin in 0.05 ml. of water. 

In these experiments the vitreous was inoculated 
with 1,000,000 organisms of staphylococcus aureus. 

Briefly stated, the authors conclude that 5,000 
units of crystalline penicillin injected into the vitre- 
ous had some slight effect; if administered 20 hours 
following infection, panophthalmitis was prevented 
but the vitreous became organized; and if treatment 
was begun 3 hours after infection, or immediately 
after infection, 3 (and possibly 4) of 6 treated eyes 
could be considered as clinically functioning eyes. 

It has now been determined that adequate thera- 
peutic levels in the vitreous can be obtained by sub- 
conjunctival injection so that direct intravitreal in- 
jection of penicillin is unnecessary. 

JosHuA ZucKERMAN, M.D. 
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The Control of Experimental Infections of the An- 
terior Chamber and of the Vitreous by Subcon- 
junctival and Retrobulbar Injections of Crys- 
talline Penicillin in Doses of 1,000,000 Units. 
ARNOLD Sorssy and JosepH UNGAR. Brit.J. Ophth., 
1948, 32: 873. 


The authors’ report concerns the control of experi- 
mental infections of the anterior chamber and of the 
vitreous by subconjunctival and retrobulbar injec- 
tions of crystalline penicillin in doses of 1,000,000 
units, the object being to determine whether more 
consistent results can be obtained, and whether the 
frequency of injection can be reduced. Infection was 
induced by introduction into the anterior chamber or 
into the vitreous of a suspension of 50,000 staphylo- 
coccus aureus organisms in 0.05 ml. of saline. 

It was found that infections of the anterior cham- 
ber can be controlled by subconjunctival injections 
of penicillin if adequate doses are administered. With 
doses of 20,000 units, injections at intervals of about 
6 hours were necessary. With doses of 1,000,000 
units, two or three subconjunctival (or possibly ret- 
robulbar) injections at intervals of 24 hours were 
required to control a fairly severe, although not fully 
established, infection of the anterior chamber. 

The following results were obtained after experi- 
mental infection: 

Infection of the anterior chamber. Of 9 rabbits with 
infection of the anterior chamber, 5 were treated by 
subconjunctival injection—3 within 4 hours after in- 
fection and 2 within 24 hours after infection; 4 
rabbits were treated by retrobulbar injection—2 
within 4 hours after infection and 2 within 24 hours 
after infection. The 3 rabbits treated by subcon- 
junctival injection 4 hours after infection made an 
uninterrupted recovery; the 2 rabbits treated 24 
hours after infection responded satisfactorily, but 
the infection was more prolonged and the sequelae 
was more marked. Of the 2 rabbits treated by re- 
trobulbar injection 4 hours after infection, one re- 
covered completely; the 2 treated 24 hours after in- 
fection did not recover well. 

Infection of the vitreous. Of 9 rabbits with intra- 
vitreal infection, 4 were treated by subconjunctival 
injection and 5 were treated by retrobulbar injec- 
tion. The doses and time intervals were all similar 
to those employed for infection of the anterior cham- 
ber. The course in all control rabbits was unfavor- 
able. Two rabbits first treated by subconjunctival 
injections 4 hours after infection responded quite 
well; however, in the 2 rabbits first treated 24 hours 
after infection, disorganization of the eyeballs re- 
sulted. Three rabbits first treated 4 hours after in- 
fection by retrobulbar injection also responded to 
treatment, but 2 rabbits which were first treated 24 
hours after infection failed to respond to treatment. 

Rabbits which had been treated 4 hours after in- 
fection were given a second dose of penicillin 20 hours 
later; rabbits treated 24 hours after infection were 
given subsequent doses at 48 hours and again at 78 
hours, The results in all control animals were un- 
favorable. JosHua ZucKERMAN, M.D. 
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Distribution of Penicillin in the Eye After Injec- 
tions of 1,000,000 Units by the Subconjunctival 
Retrobulbar and Intramuscular Routes. Ar- 
NOLD Sorssy and JosePpH UNGAR. Brit. J. Ophth., 
1948, 32: 864. 


Studies have been carried out on the distribution 
of penicillin in the eye after injections of 1,000,000 
units by the subconjunctival, retrobulbar, and in- 
tramuscular routes. Adequate therapeutic levels 
could be obtained intraocularly by the injection of 
large doses of penicillin subconjunctivally, or by 
systemic administration of massive doses. The 
levels reached and maintained by subconjunctival 
injection were higher than those obtained when the 
drug was administered by other routes. Subcon- 
junctival injections yielded higher and more per- 
sistent levels when the penicillin was dissolved in a 
I to 1,000 solution of epinephrin hydrochloride 
instead of in water. 

The administration of a dose of 50,000 units sub- 
conjunctivally yielded not only higher but more 
persistent intraocular levels of concentration than 
a dose of 20,000 units. 

The investigation proved that penicillin admin- 
istered systemically penetrates the interior of the 
eye in adequate therapeutic levels if sufficiently 
massive doses are employed. However, local ad- 
ministration of penicillin by the retrobulbar or sub- 
conjunctival route yields distinctly higher intra- 
ocular levels and better maintenance than injection 
of a corresponding dose intramuscularly. Moreover, 
when epinephrine is used as a solvent higher intra- 
ocular levels of concentration are maintained. 

Experimental investigation with rabbits proves 
that when a dose of 1,000,000 units of crystalline 
penicillin in a 1 to 1,000 solution of epinephrin is in- 
jected subconjunctivally, an adequate level is 
reached and maintained not only in the aqueous but 
also in the vitreous for at least 48 hours. The high 
level reached and maintained in the vitreous by this 
dose and mode of administration is noteworthy, for 
neither massive intramuscular injections nor injec- 
tions of 50,000 units (in adrenalin) subconjunctivally 
give high or persistent levels of penicillin in the 
vitreous. Direct intravitreal injection of penicillin 
is unnecessary. JosHuaA ZucKERMAN, M.D. 


Controversial Points in Penicillin Therapy of Ocu- 
lar Diseases. LupwicVONSALLMANN and JEANETTE 
pI GrAnpbi. Arch. Ophth., Chic., 1948, 39: 752. 


The present study extended over several phases 
of the parenteral and local use of penicillin in oph- 
thalmology. The failure of penicillin to pass the 
blood-aqueous barrier in adequate amounts during 
systemic therapy could not be related to a selective 
transfer through the ciliary epithelium or to a re- 
straining effect of the epithelial membrane; it was 
shown, rather, to be related to the functional states 
of the capillary wall, to the steep decrease in the 
drug level in the blood by rapid renal excretion and, 
in a moderate degree, to the speed of absorption of 
the substance from the aqueous. 
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When renal clearance was prevented, a high and 
sustained penicillin content of the blood secured 
satisfactory concentration of the drug in the aque- 
ous. The importance of capillary permeability was 
shown by the great change in the aqueous-blood 
ratio of penicillin in various stages of a nonbacterial 
endophthalmitis. 

The best opportunity for utilizing the benefits of 
systemic penicillin treatment of severe ocular infec- 
tions is offered in the administration of massive 
doses in the acute stages, aided by the simultaneous 
local instillation of vasodilators in cases of less vio- 
lent inflammations; as an adjuvant, may be con- 
sidered the use of substances which decrease the 
renal output of the antibiotic by competing for the 
same excretory mechanism. General treatment may 
effectively supplement local penicillin therapy when 
the infective foci are not easily accessible by local 
methods. 

In the study of the surface application of penicillin, 
the continuance of penicillin activity was usually 
observed in the tears for 8 hours after one instillation 
of drops or ointment, suggesting that the frequency 
of treatment of external infections can be reduced 
without excessive tearing or secretion. 

Several aspects of ocular iontophoresis with peni- 
cillin were studied. The claims of poor conduction 
of the compound and of a substantial destruction of 
the antibiotic by the shift of the hydrogen ion con- 
centration, due to the products of electrolysis, were 
disproved in regard to corneal iontophoresis with 
applicator tubes of sufficient capacity. It was shown 
that the high penicillin content of the cornea and 
aqueous was procured by the effect of the flow of the 
current from the cathode on the barrier properties 
of the epithelium. When solutions of low tonicity 
were employed, much more of the substance was 
observed in the aqueous, both after iontophoresis 
and after corneal bath, owing, however, to damage 
to the corneal epithelium. 

In vitro and in vivo experiments gave evidence 
that better results could be expected from transient 
high peak drug levels when the infecting organism 
was of medium sensitivity to penicillin. The ob- 
servations appear applicable to iontophoresis, as 
well as to other means (cotton packs, injections) of 
obtaining a high penicillin content in the eye. 

The superiority of introducing penicillin directly 
into the vitreous in the treatment of infections of 
the posterior segment was demonstrated., A dose 
equivalent to 1,000 units of the commercial crystal- 
line penicillin was used, without causing histologi- 
cally recognizable retinal lesions. A dose of 1,000 
units is about ten times the amount which was effec- 
tive in checking various experimental infections of 
the vitreous. FRANK W. NEWELL, M.D. 


Infection of the Cornea Due to Herpes Simplex: 
An Experimental Study. James L. McGraw. 
Arch. Ophth., Chic., 1948, 40: 531. 

The lesion of herpes simplex on the cornea is char- 
acterized by the formation of minute opacities of the 
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epithelium, which may lead to vesiculation and ne- 
crosis, and the ultimate typical picture of a dendritic 
ulcer. The infection may accompany herpetic lesions 
in other parts of the body—the lips, genitalia, and the 
skin. There is a decided tendency toward recurrence. 

The usual onset is acute, with pain in the eye and 
the appearance of a haze of fine granular spots in the 
epithelium. This is associated with a fine bedewing 
of the epithelium and the development of cracks and 
fissures, surrounded by closely packed, punctate 
opacities. The lesion may assume a form similar to 
superficial punctate keratitis or dendritic keratitis. 
The epithelium in the region of the lesion may lie 
loosely on Bowman’s membrane, and may be brushed 
away (epitheliolysis). The process may persist as 
such for several days or weeks, and finally clear up, 
leaving no trace. The lesions, however, may spread 
and coalesce to form an irregular ulcer, the dendritic 
ulcer. The zigzag line of ulceration rarely exceeds 1 
mm. in breadth and shows many side branchings, 
the ends of which have beadlike nodes. At any time 
during its development, the process may recede and 
complete healing may take place without a scar. In 
all herpetic involvement of the cornea, there is hypes- 
thesia. 

The present investigation has the primary purpose 
of determining the effect of penicillin, streptomycin, 
and tyrothricin on the virus of herpes simplex, with 
special reference to its manifestations in the eye. 
The study was carried further in the attempt to cor- 
roborate or disprove some of the other advocated 
therapeutic measures. 

Penicillin is ineffective in combating the virus of 
herpes simplex in mice, in vivo and in vitro. Strep- 
tomycin in high concentrations seems to have a 
slight inhibitory effect on the virus of herpes simplex 
in vivo. However, it fails to destroy the virus com- 
pletely. Tyrothricin, in dilution of 33 mgm. per 100 
c.c., is not a beneficial therapeutic agent. Ineffective 
also are: hyperimmune serum, intravenous sodium 
iodide, and cathode iontophoresis of sodium iodide. 
Contraindicated are: anode iontophoresis of 0.25 per 
cent zinc sulfate, and the local application of 3.5 per 
cent iodine in 70 per cent alcohol. Cauterization of 
the dendritic ulcers, with 20 per cent zinc sulfate, is 
of definite value in the healing of dendritic keratitis 
in rabbits. Micuet Loutrattag, M. D. 


Lattice Type of Hereditary Corneal Degeneration: 
Report of 5 Cases, 1 of Which Occurred in a 
Child of 2 Years. Freperick C. STANSBURY. 
Arch. Ophth., Chic., 1948, 40: 189. ; 

The author discusses the lattice type of hereditary 
corneal degeneration. This type of corneal dys- 
trophy is bilateral, chronic, slowly progressive, fa- 
milial, and of hereditary dominance. The etiologic 
factor is unknown. It begins in the first decade of 
life. In youth the condition presents frequent re- 
current erosions of the corneal epithelium, photo- 
phobia, lacrimation, and mild conjunctivitis. In 
adult life, attacks recur less frequently, but loss of 
vision is progressive. In advanced cases the corneal 
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sensitivity is decreased. A diffuse opacity resembling 
a spider occupies the entire cornea, with exception of 
the peripheral 1 or 2 mm. In early cases, interlacing 
gray lines and fine nodules can be seen with the un- 
aided eye or with the loupe. The biomicroscope 
reveals many lines, with a myriad of fine deposits 
in their interstices. All the layers of the cornea are 
affected but there is a greater preponderance in the 
anterior third. During the acute stage, ulceration 
of the epithelium may be present. In uncomplicated 
cases no blood vessels are present in the stroma. 

Pathologic examination reveals a hyalinlike ma- 
terial deposited within and outside of the corneal 
lamellae and in the epithelium. The intralamellar 
depositions are tiny; extralamellar deposits are 
larger. The depositions are concentrated in the 
anterior layer of the corneal stroma. Bowman’s 
membrane is usually missing. The epithelium is 
disorganized. 

The lattice type of dystrophy is differentiated 
from the granular type of familial dystrophy by the 
presence of “lines” in the lesion, by the relatively 
early loss of vision, and by the defective corneal 
sensitivity. It is differentiated from the macular 
types of corneal dystrophy by the lines and the 
nodules, its central location in the cornea, and its 
dominant inheritance. There is no satisfactory 


treatment for corneal dystrophy, but keratoplasty 
may prove effective. 

To the report of 100 cases in the literature, the 
author adds 5 cases, one of which occurred in a pa- 
tient 2 years of age, the youngest patient with this 
condition whose case has been reported up to the 


present time. JosHUA ZUCKERMAN, M.D. 


The Rupture of the Zonule in Intracapsular 
Cataract Extraction—A New Method. Daniet 
B. Krirsy. Brit. J. Ophth., 1949, 33: 3. 


In intracapsular extraction of cataracts the break 
in the zonule occurs at its union with the lens cap- 
sule. Pressure and traction are best applied simul- 
taneously. Pressure should be applied by a relatively 
pointed instrument such as the Jamison hook, which 
he has adapted for this purpose. After the incision, 
sudden sharp point pressure is made just inside the 
limbus at equidistant points (6, 8, and 4 o’clock), 
indenting the cornea 2 to 3 mm., and causing the in- 
cision to gape diametrically opposite. 

Since Kirby believes the sliding or, even better, 
the rotational delivery of the lens is less disturbing 
than the tumbling procedure, he prefers the grasp 
above just anterior to the equator. This requires a 
well dilated pupil or a complete coloboma of the iris. 
A horizontal tangential application is made which 
allows ready rotation to either side along the curve 
of the equator. With this method the surgeon can 
see better what he is doing, particularly when the 
corneal flap is lifted; and he can lift the lens away 
from the hyaloid and vitreous. With such direct 
vision, pressure can be directed to the area of zonule 
under tension, rupturing it more easily than if more 
pressure was directed to a relaxed area. 
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In subluxation of the lens, or in cases in which the 
zonulé proves resistant or resilient, it can be stripped 
from its attachment by direct rupture. With the 
capsule grasped above, vertical traction lifts the 
zonule 3 mm. away from the relaxed hyaloid. This 
may be combined with downward traction for better 
exposure; then a light touch or two with the blunt 
elbow of the lens hook will cause the zonule to rup- 
ture in part, producing a dehiscence at the equator 
which is extended by rotation of the lens. This new 
maneuver is indicated when pressure, traction, and 
rotation are insufficient. Proper illumination should 
be secured by a parallel beam spotlight, and the 
corneal flap should be elevated to afford a direct 
view of the lens equator. 

Kirby uses his own special instruments which are 
described and illustrated. 

James E. LEBENSOEN, M.D. 


Preliminary Note on the Treatment of Hypopyon 
Ulcer with Crystalline Penicillin in Adrenalin 
in Doses Exceeding 50,000 Units Injected by 
Subconjunctival or Retrobulbar Routes. Ar- 
NOLD SorsBy and JosepH UncaR. Brit. J. Ophth., 
1948, 32: 878. 

The authors present a preliminary report on the 
treatment of hypopyon ulcer with crystalline peni- 
cillin in adrenalin in doses in excess of 50,000 units 
which are injected by the subconjunctival or retro- 
bulbar routes. It was found that doses greater than 
50,000 units have the advantage of giving a higher 
concentration of penicillin intraocularly and that 
this concentration persists for a longer period of 
time than when smaller doses are given. With sub- 
conjunctival injections of 1,000,000 units in adrena- 
lin the intervals between doses could be increased 
from 6 to 48 hours. Doses of 500,000 units of crys- 
talline penicillin in adrenalin can be used safely at 
intervals of 24 hours. 

It is concluded that results in the treatment of 
hypopyon ulcer with crystalline penicillin are dis- 
tinctly promising, both as to a satisfactory end re- 
sult and to rapidity of cure, when the drug is ad- 
ministered in doses of 500,000 units in 0.5 milli- 
liters of (1:1000) epinephrine solution at intervals 
of 24 hours. 

Although theoretically less effective, the injection 
of such doses by the retrobulbar route appears to 
present clinical possibilities. 

JosHUA ZUCKERMAN, M.D. 


Miotic and Antiglaucomatous Activity of Tetra- 
ethyl Pyrophosphate in Human Eyes. W. Mor- 
TON GRANT. Arch. Ophth., Chic., 1948, 39: 579. 


Tetraethyl pyrophosphate is a new anticholines- 
terase chemical which is a colorless, water soluble, 
lipid soluble liquid. 

In normal eyes it was found to be comparable to 
physostigmine in miotic activity. In glaucomatous 
eyes, it lowered the intraocular tension when used in 
the strength of 0.1 per cent, the vehicle being peanut 
oil. 
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The disadvantages are spasm of accommodation 
for near vision, dimness of vision, and aching of the 
eyes. 

A definite place for this drug can be found in 
the treatment of glaucoma. 

Ear H. MErz, M. D. 


Preplacement of Air in Cyclodialysis. Sot Rome and 
RAPHAEL Korr. Arch. Ophth., Chic., 1948, 40: 134. 


The authors discuss the preplacement of air in 
cyclodialysis. Barkan has pointed out the ad- 
vantages of injecting air after cyclodialysis is per- 
formed; it controls hemorrhage, widens the cyclo- 
dialysis cleft, makes the cleft visible, and deepens 
the anterior chamber. 

In 9 eyes, Rome and Koff injected air into the 
anterior chamber routinely as the first step in the 
operation before the scleral incision for the cyclo- 
dialysis was made. They are of the opinion that with 
this preliminary procedure, all the advantages pre- 
sented by the injection of air following operation 
are retained, and that hemorrhage is prevented by 
the avoidance of sudden loss of intraocular pressure. 

The cornea is punctured at the limbus in the 
lower outer quadrant with either a Graefe knife or 
a small keratome. The point is entered only as far 
as Descemet’s membrane so that the aqueous does 
not escape. After air is drawn into a 2 centimeter 
dry Luer syringe with a small 26 gauge hypodermic 
needle attached, the needle is inserted into the pre- 
formed opening, following the track of the previous 
incision. No aqueous is withdrawn but approxi- 
mately 1.5 c.c. of air are injected into the anterior 
chamber, enough to push the iris back and to almost 
completely fill the chamber with the air bubble. A 
narrow ring of aqueous usually remains at the limbus. 
As a rule, cyclodialysis is performed in the upper 
outer quadrant. In sweeping the spatula, care must 
be taken to not pull up on the heel of the instru- 
ment, as this would permit the air in the anterior 
chamber to escape through the wound opening. The 
sweeping motion should be made with the tip of the 
spatula held against the sclera and its heel left in 
place as a fulcrum while the spatula hugs the sclera. 

Preplacement presents the following advantages 
over postplacement of air in cyclodialysis: it is 
simpler and safer; it prevents rather than arrests 
any bleeding which may have commenced; it facili- 
tates the dialysis procedure, especially if the anterior 
chamber is shallow; and it permits scrutiny of the 
angle and of the cleft throughout the entire proce- 
dure. There are no contraindications to the pre- 
placement procedure. JosHua ZucKERMAN, M.D. 


On Symptoms of the Pulse in the Central Retinal 
Artery. W. KapuScinsxi. Brit.J. Ophth., 1948, 32: 
881. 


The author describes his observations on the pul- 
sation in the central artery. There are two kinds of 
pulsation: the physiologic pulsation, and that which 
is artificially induced by pressure against the eyeball. 
The physiologic pulsations, called “ rebounding move- 
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ments,” occur simultaneously with cardiac systole 


at the S-shaped parts of the branches of the artery. 
They consist in a shifting of the bends in the artery 
in opposite directions. The greater the arterial 
bends the more distinct are these movements. In 
other words, rebounding arterial movements are 
manifestations of pressure changes in the blood 
stream which push the bent wall of the artery out 
of its course. The increase in pressure produced by 
cardiac systole subsides in cardiac diastole. These 
movements disappear completely at the periphery 
of the retina. 

External pressure applied to the eyeball increases 
the intraocular pressure above that in the central 
artery. At the turning point of both these pressures 
the blood wave flowing into the artery will still have 
enough force to overcome the obstacle and to push 
through towards the periphery. This method of ex- 
amination is analogous to the examination of the 
pressure in the brachial artery. If pressure on the 
eyeball is increased the rhythm of the arterial pulse 
ceases to synchronize with cardiac systole and be- 
comes alternate, i.e., there is dilatation of the artery 
in the fundus simultaneously with cardiac systole, 
and a contraction of the artery simultaneously with 
the diastole. The phenomenon is best observed in 
patients whose pulse is slow. 

To understand the symptoms of pressure pulse, 
it is necessary to feel the pulse of another artery 
simultaneously with the assistance of another ex- 
aminer who counts the beats of that pulse. 

It is concluded that although determinations by 
Bailliart’s method are only relative, it enables esti- 
mation of the pressure in the central retinal artery; 
however, the minimal pressure is not the first move- 
ment of the artery, but the second, which appears 
alternately with cardiac systole. When applying 
Baillart’s method, the pulse of some other artery 
must be examined simultaneously and the pressure 
at the moment of reversal of the rhythm should be 
considered the minimal pressure. 

JOsHUA ZUCKERMAN, M.D. 


Local Anesthesia in Ophthalmology. WALTER S. At- 
KINSON. Am. J. Ophth., 1948, 31: 1607. 


Sedation prior to ocular surgery is recommended; 
certain drugs among the barbituric acid group are 
particularly popular. The author recommends an 
initial test dose of the drug 36 hours before opera- 
tion to observe the effect of medication in the par- 
ticular patient. 

Tetracaine (pontocaine), 0.5 per cent, is pre- 
ferred for topical anesthesia. Procaine, 2 per cent, to 
which has been added epinephrine, is used for local 
injection. The author prefers O’Brien’s method of 
akinesia which blocks the temporofacial division of 
the seventh nerve just anterior to the tragus of the 
ear. If the initial injection does not cause complete 
paresis of the orbicularis, an additional injection 
should be made in areas corresponding to the more 
common anatomical variations of the course of the 
nerve. Retrobulbar injection is made through a skin 
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wheal at the inferior temporal margin of the orbit, 
with the use of a 22 gauge needle, 3.5 centimeters 
long. The anatomic arrangement of the muscle cone 
is such that an anesthetic is retained and affects the 
nasal ciliary nerve, the long and short ciliary nerves, 
the ciliary ganglion, the optic nerve, and the third 
and fourth nerves. Epinephrine injected retrobul- 
barly in the procaine results in a decrease in the 
intraocular pressure. The injection is indicated prior 
to all intraocular operations, muscle operations, 
eviscerations, enucleations, and in cases of acute 
glaucoma for the immediate relief of pain. 

Anesthesia for operations on the lacrimal sac may 
be obtained by blocking the anterior ethmoidal and 
infratrochlear nerves at the superior margin of the 
orbit nasal to the trochlea. The infraorbital nerve 
may be blocked at either the infraorbital canal or 
fissure. 

Field block of the lids is obtained by injection of 
procaine close to the periosteum near the orbital 
margins. FRANK W. NEWELL, M.D. 


EAR 


Test Findings Before and After Fenestration of the 
Labyrinth. Epwarp H. CAMPBELL and Douctas 
Macrarian. Arch. Otolar., Chic., 1948, 47: 590. 


A careful evaluation of hearing is important in 
considering candidates,for the fenestration operation. 
Most important is the determination of the degree of 
conduction loss and, if present, the degree of per- 
ceptive deafness. Audiometer and tuning fork tests 
of air and bone conduction are necessary. The 
fatigue test should be done in one or two frequencies 
in the speech-hearing zone. Fatigue appears in all 
types of nerve deafness but not catarrhal deafness or 
early otosclerosis. A carefully performed Gelle test, 
if negative, is evidence against stapes fixation. 
Matching of the loudnesses in the two ears (loudness 
balance test or recruitment) by raising the intensity 
does not occur in the stage of otosclerosis considered 
operable. 

In cases of nerve or mixed deafness, recruitment 
may be demonstrated for those frequencies showing 
nerve degeneration. Speech hearing tests have in- 
dicated that patients with conductive deafness show- 
ed continuously better hearing as loudness was in- 
creased, whereas with nerve deafness a level of 
loudness was reached at which there was an end of 
the patient’s maximum efficiency in speech discrim- 
ination (Walsh and Silverman). Caloric and tuning 
tests aid in evaluating functional activity of the inner 
ear mechanism. 

In their fenestrated patients, the authors noted 
that nystagmus following operation was almost al- 
ways to the opposite side. The active postoperative 
fistula response was usually associated with the best 
hearing result; however, this was not always true. A 
study of the hearing for speech and for pure tones 
following the fenestration operation did not permit 
any definite correlation between the two. 

Joun R. Linpsay, M.D. 
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The Treatment of Thyrotoxicosis. Sir Carrick 
RoBeErRTSON. Lancet, Lond., 1948, 2: 675. 


The author reports 350 cases of thyrotoxicosis in 
patients who were treated during the period from 
1945 to 1947. About one-third of the patients were 
treated with thiouracil. Of those under 21 years of 
age, 10 of 16 (62%) were benefited; of those from 
21 to 45 years of age, 29 of 73 (40%) were bene- 
fited; and of those over 45 years of age (all with nod- 
ular goiter) 11 of 22 (50%) were benefited. 

In Robertson’s opinion the contraindications to 
thiouracil treatment are: (1) signs of pressure on the 
airway, since enlargement of the goiter is common 
during the first few weeks of treatment; (2) toxic 
nodular goiter or a retrolaryngeal upper pole of the 
thyroid gland, since patients with these conditions 
continue to complain of discomfort in the neck de- 
spite an improved basal metabolic rate; (3) pro- 
nounced exophthalmos; (4) predominance of heart 
symptoms, e.g., tachycardia and fibrillation, as these 
are the last symptoms to disappear with thiouracil 
treatment as opposed to their early disappearance 
following surgery; (5) depression due to thyrotoxi- 
cosis, since, like the sulfonamides, the thio com- 
pounds are inclined to cause depression in some pa- 
tients; and (6) absence of facilities for frequent blood 
counts. 

Indications for the use of thiouracil are (1) the 
youth of the patient, (2) predominance of nervous 
symptoms other than depression, (3) elderly pa- 
tients who are grave surgical risks, (4) recurrent 
thyrotoxicosis after operation, and (5) severe thyro- 
toxicosis requiring preparation for operation. 

Subtotal thyroidectomy was carried out in more 
than 250 patients including all those who failed to 
respond sufficiently to thiouracil. Of those aged un- 
der 21 years, 14 of 16 responded well, of those be- 
tween 21 and 45 years of age, all responded well, and 
of those aged over 45 years, with the exception of 1 
who died, all responded satisfactorily. 

WAYNE FIELp CAMERON, M.D. 


Cancer of the Larynx. CHEVALIER L. JACKSON, JOHN 
V. BLapy, CHARLES M. Norris, and WALTER H. 
Matoney. J. Am. M. Ass., 1948, 138: 1080. 


Six-hundred and twelve patients with cancer of 
the larynx were treated at the Temple University 
Hospital, Philadelphia, from 1930 to 1947, inclusive. 
Two-hundred and nine were treated by laryngofis- 
sure, 244 by laryngectomy, and 1509 by irradiation. 
The criteria for the selection of treatment are not 
stated, but no patient having cervical metastases 
when first seen had operative treatment. 

The primary 5 year cure rate among 206 traced 
patients with carcinoma of the larynx without 
metastases when first seen was 68 per cent. An addi- 
tional 7 per cent revealed 5 year cures following re- 
treatment of recurrence or metastases, which made 
a total 5 year curability of cancer of the larynx with- 
out metastases when first treated of 75 per cent. 
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The curability by methods of primary treatment of 
these cases is as follows: 








Patients traced 
Laryngofissure 102 
Laryngectomy 35 
Irradiation 69 

Total 206 


5 year curerate 
81% 
66% 
51% 
68% 























The curability of recurrences is as follows: 








Patients re- 
treated and 
traced 5 years 


5 year cure 
rate after 
retreatment 


Original treatment 





447% 
8.3% 
35% 
7% of 206 cases 


Laryngofissure 7 





Laryngectomy I 
Irradiation 7 

















Total 15 


Recurrence, metastases, or both developed follow- 
ing treatment by laryngofissure in 19 per cent of the 
cases, following laryngectomy in 34 per cent, and 
following irradiation in 33 per cent. When there was 
recurrence or metastases following laryngofissure, 
it occurred within the first 3 years in 74 per cent, and 
after 5 years in 22 per cent (in these patients, 1 case 
each in the seventh, ninth, twelfth, and fifteenth 
years, respectively). Thus, following laryngofissure, 
the 5 year criterion of curability is but 78 per cent 
accurate. Among these cases, when recurrence or 
metastasis occurred following laryngectomy or 
irradiation, it occurred within 5 years. 

Fourteen patients had metastases when first seen. 
All were treated with roentgen irradiation. None 
survived 5 years. 

Thirty-three patients had metastases after re- 
ceiving treatment for the primary lesion. Of these, 
29 received treatment for the metastases. Seven sur- 
vived 5 years, a 5 year survival rate of 21 per cent. 
Methods of treatment of the metastases which de- 
veloped following treatment of the primary lesion, 
and results of treatment are shown. 
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Treatment 





X-rays 





X-rays and radon 
Radon alone 
Surgery, x-rays, radon 











No treatment 
Total 

















Of the methods employed, surgery combined with 
irradiation gives the best 5 year results in cervical 
metastases—a 5 year curability of 55 per cent. 

From these figures it would appear that laryngo- 
fissure, with an initial cure rate of 81 per cent and a 
salvage rate of 44 per cent of recurrences, is the 
treatment of choice whenever possible. However, it 
is strongly urged that its use be severely restricted 
to suitable cases. 

Since 1940, the treatment of cervical metastases 
from cancer of the larynx at the Temple University 
Hospital has been as follows: 

For patients presenting metastases on admission, 
roentgen treatment is generally employed for treat- 
ment of the primary lesion in the larynx; if possible, 
the metastases are incorporated in the same portal. 
After the irradiation, either before severe irradiation 
epithelitis develops or after it has completely healed, 
the metastases are surgically exposed and radon is 
implanted in a tissue dosage of from 5,000 to 10,000 
gamma roentgens, or a neck dissection with or 
without the implantation of radon is performed. 

More recently, some patients have been treated 
by radical neck dissection followed by external ir- 
radiation to the primary lesion. In a few cases laryn- 
gectomy combined with neck dissection has been 
done. The results in these cases, however, are not 
suitable for evaluation, because the treatment was 
given less than § years ago. 

For metastases occurring after the primary disease 
has been controlled, a radical neck dissection is per- 
formed, and radon is implanted when there is peri- 
nodal infiltration. FRANK B. QuEEN, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Purulent Pachymeningitis. Str HucH Carrns and F. 
ScHILLER. Proc. R. Soc. M., Lond., 1948, 41: 805. 


The authors draw a line of distinction between 
purulent pachymeningitis and subdural abscess in 
that the former consists of a film of pus of variable 
thickness lying in the subdural space and not cir- 
cumscribed, whereas the subdural abscess is con- 
sidered as a purely loculated collection of pus in the 
subdural space. (This distinction is probably com- 
parable to our terminology of acute and chronic sub- 
dural abscess—abstractor’s note.) 

This series of 33 cases had been collected over a 
20 year period so it allowed a correlation of the 
effects of the antibiotics and sulfonamides in the 
treatment of this condition. In 23 of the cases the 
primary infection was in the paranasal sinuses, in 6 
cases it was in the petrous bone, and in 4 cases the 
infection was from a distant focus. A spreading 
osteomyelitis of the skull was present in 26 of the 
cases. The use of antibiotics may greatly alter an 
osteomyelitis of the skull; hence, it is possible that 
a very mild involvement may have been overlooked 
in some cases. Thrombosis of the large dural sinuses 
or cerebral veins was present in 8 cases. Although 
leptomeningitis was a common sequela before the 
days of penicillin, this condition is becoming com- 
paratively uncommon. 

It is felt that the clinical picture of purulent pachy- 
meningitis is so sharply defined that the diagnosis 
should not be difficult; however, it is thought to 
bear some resemblance to uncomplicated cerebral 
thrombophlebitis. In case of doubt, there should 
be no hesitation in trephining and in opening the 
dura. There are usually only a few cells in the cere- 
brospinal fluid and comparatively little nuchal rigid- 
ity unless the condition becomes complicated by 
leptomeningitis. The symptoms are usually those 
found in infection of the central nervous system, 
followed rapidly by hemiplegia, homonymous hemi- 
anopia, sensory disturbances, and occasionally con- 
vulsions in the early stages. 

The most common organisms were anaerobic 
streptococci, viridans, or other nonhemolytic forms. 
Staphylococcus and Betahemolytic streptococcus 
were rare. Formerly this infection was almost in- 
variably fatal; however, since the advent of peni- 
cillin the prognosis has been greatly improved. Fif- 
teen of the patients in this series were treated to a 
variable extent with penicillin. Five patients, who 
were incompletely treated because of an insufficient 
supply of penicillin, expired. Of the 10 patients who 
were adequately treated, 7 recovered. The preferred 
method of treatment is to place rubber catheters 
through a burr hole into the subdural space and, at 
frequent intervals, to instill large quantities of dilute 
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penicillin—approximately 6 c.c. of a solution con- 
taining 500 units per cubic centimeter. In addition 
the patient is usually given intramuscular doses of 
100,000 units every 3 hours unless in vitro sensitivity 
tests reveal that the organism responds readily, after 
which the dosage may be cut in half. It is believed 
that the solution injected in the subdural space is 
absorbed, since very little of it drains back through 
the catheter. Instillation of penicillin in the sub- 
dural space also tends to prevent loculation or typi- 
cal subdural abscess. However, in 8 of the 10 fully 
treated patients loculated subdural abscesses de- 
veloped and in 2, intracerebral abscesses. The possi- 
bility of the late onset of a loculated subdural abscess 
must always be suspected in cases in which there is 
either a failure of definite recovery, or in which there 
is a slight retrogression. In such cases it is necessary 
to perform ventriculography to rule out a loculation 
on the medial surface of the hemisphere, or an intra- 
cerebral abscess. Although gross osteomyelitic in- 
volvement of the skull should be removed surgically, 
the massive removals that were formerly practiced 
will probably not be necessary when full doses of 
systemic penicillin is used. 

If the primary focus persists after the patient has 
recovered, this should be dealt with radically; how- 
ever, it may be deferred for some months. It is sug- 
gested that since so many of the cases of purulent 
pachymeningitis follow operative procedures upon 
the paranasal sinuses, such operations should be ac- 
companied by prophylactic doses of penicillin both 
before and after surgery. Jack I. Wootr, M.D. 


Modern Surgical Treatment of Acute Subdural Ab- 
scesses. E. S. GurpjIAN and JoHn E. WEBSTER. 
Arch. Surg., 1948, 57: 411. 


The authors report a study of 4 consecutive cases of 
acute subdural abscess in patients who were success- 
fully treated by operation and penicillin. They at- 
tribute the excellent results obtained in these cases 
to the use of antibiotics and sulfonamides since the 
surgical management has remained essentially un- 
changed. This article includes an excellent historical 
review dating back to the first successful operation 
of subdural abscess by de la Peyronie, in 1699. 

The mode of infection may be by direct extension 
from the mastoid or paranasal sinuses, or following 
neglected compound fractures of the skull. An in- 
direct mode from the sinuses may occur by retro- 
grade thrombophlebitis and perivascularitis. The 
primary source of infections in the 4 cases in this re- 
port were a chronic sinusitis in 2 patients and an 
acute sinusitis in 2. One must always be aware of the 
possibility of an associated osteomyelitis (1 case) 
and particularly of an intracerebral abscess (2 cases). 
Although the exudate is usually over the convex sur- 
face of the brain, it may be loculated between the 
medial surface of the hemisphere and the falx. 
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A subdural abscess should be considered in any pa- 
tient with mastoiditis or a paranasal sinus infection 
who develops severe headaches, drowsiness, convul- 
sive seizures, and increased intracranial pressure. It 
should be remembered that these symptoms may de- 
velop in from 2 to 5 days from the onset of the intra- 
cranial spread of infection. All of the 4 patients com- 
prising this report had convulsive seizures—both 
Jacksonian and generalized in type. Hemiparesis, 
aphasia, and other focal signs are commonly present. 
The presence of meningitis should not hinder one in 
attacking the lesion surgically. Although there may 
be an associated intracerebral abscess, this usually 
runs a more protracted course and should be sus- 
pected particularly in those patients who either fail 
to show definite improvement within a few days after 
treatment or who show a progression of symptoms. 

Treatment consists of the insertion of burr holes or 
simple trephination of the skull and washing out of 
the subdural space with saline or penicillin, and in- 
serting soft rubber catheter drains into the subdural 
space. Although no pus was seen to drain from the 
catheters, they served as a means of introducing 
penicillin solution into the subdural space. The in- 
stillation of penicillin into the subdural space is car- 
ried out for a period of 3 days. Systemic penicillin 
was also given in doses varying from 20,000 to 
100,000 units every 3 hours. If improvement is not 
rapid, further exploration is indicated. The impor- 
tance of attacking surgically the original focus of in- 
fection is emphasized. This should be done at the 
time of the intracranial procedure, or preceding it. 

The most important sequela is the presence of 
convulsive seizures. Three of the 4 patients in this 
series continued to have convulsive seizures after re- 
covery, although 2 of them were well controlled with 
anticonvulsive medication. Although this is prob- 
ably due to the scarring between the cortex and the 
arachnoid, it is interesting that in 2 cases requiring 
operation at a later date for an intracerebral abscess, 
inspection of the arachnoid failed to reveal any ma- 
croscopic evidence of cicatrization. 

Jack I. Wootr, M.D. 


Late Complications Following Cranioplasty with 
Alloplastic Plates. James C. WHITE. Ann. Surg., 
1948, 128: 743. 

This article is based on answers to a questionnaire, 
in which case reports were obtained on 151 late com- 
plications following the insertion of plates of tanta- 
lum, vitallium, and acrylic resin, which came into 
standard use in our military hospitals during the 
War. 

A brief review is given of the history and develop- 
ment of cranioplasty. From this study of 151 reports 
of late complications, the author states that definite 
conclusions regarding the use of plates in the repair 
of cranial defects can be made. Late complications 
have occurred most frequently after plating of the 
frontal bone, especially in reconstructions of the or- 
bital ridge. To construct and secure in place a per- 
fectly fitting plate in this area is a difficult technical 
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feat. In addition, this region is particularly suscep- 
tible to trauma and infection from the frontal sinus 
and nasal cavity. Complications from these sources 
are likely to occur as long as the patient lives. It is 
the author’s feeling that the use of autogenous bone 
for repair of the orbital ridge is probably preferable 
to the use of metallic plates. However, he suggests 
the continued use of metallic plates for covering ex- 
tensive defects in the frontal bone above the level of 
the sinus. 

When swelling and tenderness have developed 
after an apparently successful plating, treatment by 
aspiration and penicillin have occasionally been 
followed by subsidence of the infection when the 
organism has been sensitive to penicillin and there 
has been no other predisposing factor such as slipping 
of the plate, inadequate circulation of the scalp, or 
communication with the frontal sinus. In the 
presence of a granulating sinus with exposure of the 
underlying plate, it is usually best to sacrifice the 
plate without delay, although in 26 cases of this 
series chemotherapy and plastic procedures were 
followed by ultimate healing. The author suggests 
the immediate removal of any plate which is grossly 
infected or has loose bone or metallic fragments 
underlying it, to avoid the risk of infection of the 
dura with serious risk to the patient and unneces- 
sarily prolonged hospitalization. 

Two deaths are reported following the insertion of 
metallic plates in the stage of active infection, but 
no other fatal complications have been reported. 

In regard to the choice of material in alloplastic 
plates, the author states that tantalum, vitallium, 
and acrylic resin give rise to complications of the 
same order and frequency. Tantalum is by far the 
easiest to process and fit at the time of operation. 
The insertion of metallic plates should be postponed 
for a long period in subjects who are likely to develop 
epilepsy. This complication, of course, occurs 
most frequently after deep wounds with dural pene- 
tration, indriven bony spicules or metallic frag- 
ments, and added sepsis. It would seem wise under 
these circumstances to wait at least a year and then 
to use plates of acrylic resin which are visible in 
roentgenograms, if there has been any history of 
seizures or evidence of an epileptogenic focus in the 
electroencephalogram. 

It appears advisable not to attempt a primary re- 
pair after craniocerebral trauma, but to wait for 
at least 2 months if the wound heals by first inten- 
tion. If there has been initial infection, plating should 
be deferred for at least 6 months, and longer in cases 
of infection with penicillin-resistant bacteria. 

The most common complication after cranio- 
plasty is infection or necrosis of the overlying scalp. 
The causes of failure after plating and the precau- 
tions necessary to prevent it are discussed in this 
article. The facts disclosed appear to justify the con- 
clusion that a safe, simple, and satisfactory repair 
of a large cranial defect can be accomplished better 
and with no greater risk with an alloplastic plate 
than with grafts of cartilage or bone. When the 
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cranial defect involves the frontal sinus, however, a 
return to the use of grafts of living bone is recom- 
mended. Howarp H. Lanper, M.D. 


Glossopharyngeal Neuralgia (Sulla nevralgia del glos- 
sofaringeo). M. CrisTIAN1. Minerva med., Tor., 1948, 
39: 659. 

Glossopharyngeal neuralgia is a very rare condi- 
tion which creates a characteristic clinical picture. 
Those not familiar with it may mistake the disease 
for a neuralgia of the trigeminal nerve. The syn- 
drome may create diagnostic difficulties if it is ac- 
companied by earache, pain in the region of the eye, 
the angle of the mandible, or the neck. Anastomosis 
of the ninth nerve with the sphenopalatine ganglion, 
optic ganglion, or the second and third branches of 
the fifth nerve are responsible for such complications. 

The author’s patient, a man 56 years of age, sud- 
denly developed severe pain in the region of the 
right tonsil, radiating toward the base of the tongue 
and the pharynx. The pain was aggravated by 
deglutition. Application of a 5 per cent cocaine 
solution to the trigger zone in the right tonsil pro- 
vided temporary relief. 

No local lesion could be detected. The neurologic 
examination failed to reveal any involvement of 
other cranial nerves. Administration of large doses 
(so mgm.) of vitamin B, daily for 7 days, followed 
by smaller doses for 2 more weeks, produced a com- 
plete disappearance of the painful attacks. A check- 
up 6 months later showed the patient to be in perfect 
health. A more prolonged observation is required 
before a statement of a complete cure can be made. 

Neuralgia of the glossopharyngeal nerve usually 
does not yield easily to conservative therapy, con- 
sisting of the administration of various drugs, dia- 
thermy, etc. Alcohol injections are contraindicated 
because of the proximity of the vagus, hypoglossus, 
and sympathetic nerves and large blood vessels. The 
employment of large doses of vitamin B, seems, 
therefore, to be a valuable addition to our armamen- 
tarium. Josepu K. Narat, M.D. 


SPINAL CORD AND ITS COVERINGS 


The Effect of Injury to the Spinal Cord and Cauda 
Equina on the Sexual Potency of Men. DonaLp 
Munro, HERBERT W. Horne, Jr., and Davin P. 
Pauty. N. England J. M., 1948, 239: 903. 


The various aspects of sexual function in patients 
with spinal cord injuries has received comparatively 
slight definitive study. Most of the knowledge in 
this regard has been derived from earlier physiologic 
studies on animals. At Cushing Veterans Administra- 
tion Hospital, 84 patients with variable injuries to 
the spinal cord were investigated in this regard. The 
cases were divided into two main groups: 

1. Transections of the spinal cord, which were 
subdivided into those verified anatomically and 
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those in which a continuity of the cord was found at 
operation; the continuity may have been maintained 
by scar tissue or, if the cord had not been visualized, 
the character and length of the clinical course of the 
patient left no justifiable doubt as to the diagnosis 
of a transection. 

2. Partial cord injuries, in which there was some 
preservation of cord function as evidenced either by 
retention of sensation or voluntary motion below 
the level of the injury. 

The three main aspects of sexual function that 
were examined were in regard to erections, ejacula- 
tions, and the ability of the patient to impregnate. 
The occurrence of priapism was analyzed in a sepa- 
rate group of 320 injuries of the spinal cord and 
cauda equina. Although it was found that it did 
occur more frequently in cervical injuries, this could 
not be considered of diagnostic significance. Erec- 
tions take place on a purely segmental-reflex basis. 
The reflex is initiated by tactile stimulation of the 
glans, the impulses traveling to the second, third, 
and fourth sacral segments by way of the internal 
pudic nerves. The efferent impulses leave these same 
segments by way of the parasympathetic nerves and 
result in dilatation of the arterioles of the penis and 
congestion of the corpora cavernosa and spongiosum. 
Erections were present in 74 per cent of the 84 
patients comprising this series. A destruction of the 
sacral segment of the cord or of the cauda equina and 
the pelvic parasympathetic nerves will prevent their 
occurrence. Associated findings will be an autono- 
mous bladder and absent anal reflex. Injuries of any 
other portion of the spinal cord, regardless of the 
extent or level of the injury, should not prevent 
erections. 

Ejaculations were found to be present in only 7 
per cent of the patients. The authors believe that 
there are two possible lesions that may affect ejacula- 
tions. Since the second phase or actual emission of 
the semen is effective through impulses traveling 
over the internal pudic nerve, a lesion involving the 
sacral segments or cauda equina will prevent ejacula- 
tion. It is believed that there is no “center” for 
ejaculation in the lumbar cord; however, an exten- 
sive destructive lesion between the sixth thoracic and 
third lumbar segments which is sufficiently severe to 
interrupt the sympathetic components may also 
prevent ejaculation. Two patients in this series were 
able to successfully impregnate their wives. In one 
patient there was a partial lesion at the fifth cervical 
segment, and in the other a complete lesion at the 
level of the sixth and seventh thoracic vertebrae. It 
is not known whether a spinal cord lesion of any type 
will affect the possibility of viable spermatozoa; 
nevertheless, it is felt that any neural activity which 
may take place must occur by way of the sympathetic 
nervous system. A more detailed study of this 
problem is to be presented in¥a later"paper. 

Jack I. ‘Wootr, M.D. 
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CHEST WALL AND BREAST 


Carcinoma of the Breast. Results from Statistical 
Research. JOHANNES CLEMMESEN. Brit.J. Radiol., 
1948, 21: 583. 

The author concludes from a statistical study that 
heredity plays some part in the etiology of breast 
cancer, the disposition to which is inherited together 
with a disposition to other types of cancer. There is 
also a tendency for several members of the same 
family to inherit breast cancer with localization to 
the same breast. 

There can be no doubt that breast cancer is more 
frequent in the left than in the right breast. Janet 
Lane-Claypon’s figures show a connnection between 
breast cancer and injury, and they suggest also that 
injury is more frequent on the left than on the right 
side. 

The climacterium should be subjected to further 
studies with regard to incidence of cancer of the 
breast, as there is a fall in the incidence curve in 
the age groups from 45 to §5 years. 

Eart O. LAtmer, M.D. 


‘*Precancerous Condi- 
E. K. Dawson. Brit. J. 


Carcinoma of the Breast. 
tions’’ of the Breast. 
Radiol., 1948, 21: 590. 

The term “hyperplasia” in mammary tissue covers 
two types of cellular proliferation, adenosis and 


epitheliosis. Adenosis produces larger and more 
numerous lobules and is best seen in early preg- 
nancy; it occurs not only as a_ physiological 
response during active reproductive life but also 
during the involutional changes of the climacteric 
period, when hormonal stimuli are being readjusted 
because of ovarian decline. It may, at this period, 
be generalized and possibly unnoticed, or it may be 
localized. The climacteric patients may give a 
mildly positive Aschheim-Zondek reaction. This 
adenosis, described as glandular or lobular mastitis 
in the older terminology, may be patchy, irregular, 
and very exaggerated. After nearly 20 years of 
study, with detailed examination of many hundreds 
of all types of benign and malignant breasts (many 
in whole breast sections), the author has found no 
evidence in human mammary tissue that adenosis 
leads to the development of carcinoma. That is to 
say, adenosis, as such, does not become adenocarci- 
noma and is, therefore, in the author’s experience, 
not a precancerous condition. It gradually fades 
out, with fibrosis and hyalinization; in very rare 
cases, it may produce sarcoma, through the inter- 
mediate stages of adenoma, fibroadenoma, and fi- 
broma. 

The other type of proliferation is epitheliosis, a 
cellular activity which fills up the ducts and smaller 
lobular structures. When carcinoma develops, it 
can be traced, in all cases in the author’s experience, 


to cell proliferation of the intraductal type, which, 
at the time of examination, may form a lining, a 
solid filling, or papillary ingrowths. That is to say, 
epitheliosis becomes, if malignant, epithelioma, in 
the French use of this term. However, only a minori- 
ty of breasts which show epitheliosis microscopically 
become carcinomatous; in the majority of cases, 
after a phase of Intraductal proliferation which is 
more or less prolonged, the cells degenerate, with or 
without cyst formation. The noncystic cases are 
the more dangerous because, when malignant, they 
give little or no warning before extensive cancerous 
development and spread have occurred. In most 
cases, however, there is some cyst formation. A 
grossly cystic condition usually means a benign 
lesion, with extensive degeneration of “pale” or 
eosinophile cell type, forming the blue-dome cysts 
of Bloodgood’s description. 

The author has found no evidence that the blue- 
dome cyst becomes cancerous and, like adenosis, it 
may be dismissed as a precancerous lesion. How- 
ever, another type of cyst is more ominous. We may 
call it the fatty cyst, as the degenerating cells within 
it form masses of colostrumlike fatty or foamy cells. 
This cyst may also become completely atrophic, al- 
though the apparently slow removal of the “‘irritat- 
ing” fatty contents is associated with periductal 
fibrosis and later contraction and fixation of the cyst, 
which produces a very suspicious clinical picture. 
However, the outcome of this type of cyst is not al- 
ways atrophy and quiescence. If fatty material re- 
mains for a prolonged period within the ducts it 
may lead to malignant cell formation and growth by 
its action on surviving, viable epithelial cells still 
lining the duct or cyst. The author’s experience sug- 
gests that cancer development in the breast is as- 
sociated only, if not always demonstrably, with the 
presence of fatty material in the mammary ducts, 
at any level, although its source is not necessarily 
restricted to epithelial cell degeneration. 

To summarize, very briefly, the pathologic point: 
adenosis as such does not lead to carcinoma, neither 
does the blue-dome cyst; the majority of fatty cysts 
also eventually become quiescent, but with the fatty 
cyst, and in ducts with fatty contents or fatty de- 
generation of proliferated epithelium with little dila- 
tation, there is always the possibility of the forma- 
tion of a progressive epitheliosis which may become 
definitely malignant. Eart O. Latimer, M.D. 


Carcinoma of the Breast. Prognosis in Carcinoma 
of the Breast. R. W. Scarrr. Brit. J. Radiol., 
1948, 21: 594. 

It was stressed that although grading was of im- 
portance in carcinoma of the breast, it is obvious 
that the stage of the disease is of much greater 
significance as far as the ultimate prognosis is con- 
cerned. This does not rule out the importance of 
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histological grading, because the presence of metas- 
tases depends to a considerable extent on the his- 
tological type of the growth, and it is more likely 
that growths of high malignancy will show a higher 
percentage of cases with secondary deposits in 
glands at the time of operation. 

In the breast a combination of histological group- 
ing and clinical staging has produced results which, 
in the main, are satisfactory, although they have 
been disappointing to some extent. 

Clinicopathologic grading and staging of carci- 
noma of the breast give useful information for the 
prognosis in the cases that are treated by radical 
mastectomy, especially if the technique advocated 
by Handley and Thackray is adopted, i.e., simul- 
taneous histological examination of the lymphatic 
glands from the internal mammary chain. 

Eart O. Latmer, M.D. 


Carcinoma of the Breast. Discussion on Carcinoma 
of the Breast. SrrSranrorp Cape. Brit. J. 
Radiol., 1948, 21: 596. 

The author suggests the following grading of 
malignancies of the breast: 

Stage I. Tumor of the breast only. 

Stage II. Tumor of the breast plus skin changes, 
or axillary gland changes, or both. 

Stage III. Tumor of the breast plus changes in 
the supraclavicular or contralateral axillary glands 
or fixation to the pectoral fascia. 

Stage IV. Skeletal or visceral metastasis. 

The involvement in stages I and II is anatomically 
within the area covered by radical mastectomy; in 
stage III it is beyond surgical excision, and in stage 
IV it is suitable for palliative measures by radiation 
or endocrine therapy. 

The zone of demarcation between a good and bad 
prognosis, between a fair and poor chance of sur- 
vival, is the clinical state of the axillary glands. It is, 
of course, agreed that sometimes clinically nonpalp- 
able glands show histological invasion, and, con- 
versely, palpable enlarged glands show, occasionally, 
inflammatory stages only; but on the whole the 
presence or absence of palpable and clinically malig- 
nant axillary glands is the best guide to the prog- 
nosis for the patient. 

It is the author’s contention that in Stage I of the 
disease the best method of treatment is radical 
mastectomy. Postoperative irradiation in this group 
of cases as an additional measure is of doubtful value. 

It is important to draw attention to the limitation 
of usefulness of radical mastectomy. It gives the 
best results in Stage I. The results in Stage II are 
much worse, and by itself the operation offers a 
chance of 5 year survival in only about 20 to 30 per 
cent of the cases. Stage II should be analyzed. It 
includes enlarged axillary glands and skin invasion. 
There are three types of skin invasion: 

1. Direct spread and fungation; this s the least 
malignant type. 

2. Diffuse invasion with edema (the pigskin or 
peau d’orange type); this is of grave significance. 
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3. -Invasion of the skin by discrete nodules (so 
admirably described by Sampson Handley); this 
type is a death sentence. 

In such cases radiation is the weapon of choice and 
preoperative irradiation is, on common sense grounds 
and from clinical observation of cases and histologi- 
cal studies, the method of choice. Radium or the 
more flexible and equally suitable method of roent- 
gen irradiation leads to regression of the disease and 
transforms a percentage of cases into Stage I cases, 
suitable for surgery; in other cases the progress of 
the disease is arrested and life is prolonged by many 
years. 

In Stage I cases postoperative irradiation gave a 
§ year survival of 53 per cent and preoperative irra- 
diation a 5 year survival of 73 per cent. The figures 
by E. Berven from the Radiumhemmet, Stockholm, 
are even more striking; with fixed axillary glands the 
5 year survival with postoperative radiation was 
over 9.7 per cent, whereas with preoperative and 
postoperative treatment it rose to 32 per cent. 

The value of local mastectomy is clear-cut—it re- 
moves the breast and the primary tumor. It does not 
touch the axillary contents and if disease is present 
there—palpable or nonpalpable, operable or inoper- 
able, actual or potential—there the disease remains. 
The author is not attracted by the idea of removing 
only part of a cancer, be it in the breast or elsewhere, 
if he can, with impunity to the patient, remove all 
of it. Simple mastectomy is suitable in the aged for 
the removal of a fungating mass, in bad surgical 
risks with localized disease, and in cases in which 
radiation is not available or suitable. Simple mas- 
tectomy has its value; it has also, like the radical 
operation, definite limitations. As a routine surgical 
procedure, regardless of the stage of the disease or 
the age of the patient, it is a retrograde step and is 
quite unwarrantable. Eart O. Latimer, M.D. 


Carcinoma of the Breast. The Value of Simple 
Mastectomy and Roentgen Therapy in the 
Treatment of Cancer of the Breast. R. McWuir- 
TER. Brit. J. Radiol., 1948, 21: 599. 


The main method of treatment in the period from 
1941 to 1945 was simple mastectomy and roentgen 
therapy. Full treatment was possible in almost all 
cases, but, whether fully treated or not, every case 
classified as operable has been included. 

At the Royal Infirmary of Edinburgh the 5 year 
survival rate was 62.1 per cent when simple mastec- 
tomy and postoperative radiation was used. 

During the period from 1935 to 1940 the main 
method of treatment was radical surgery and post- 
operative roentgen therapy, and of the 411 operable 
patients, 50.1 per cent were alive after 5 years. 

Statistical examination shows that this difference 
in the survival rates is significant, and the findings, 
so far as the 5 year survival rate is concerned, sug- 
gest that roentgen therapy is a better method of 
treatment of the axilla. The results obtained in the 
advanced cases without distant metastases support 
this observation. 
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With regard to the survival rate of all advanced 
cases without distant metastases in the period from 
1941 to 1945 the author states that treatment 
by simple mastectomy and roentgen therapy was 
possible in only a limited number of cases, but 
all cases, whether fully treated or not, and all 
untreated cases, are included. The cases in this 
group are essentially those in which the disease 
was too advanced to be treated by radical mastec- 
tomy, but was still to some extent localized, so far as 
could be ascertained by clinical and roentgenographic 
examination. The group, therefore, includes all cases 
in which the primary tumor was fixed to the pectoral 
muscle or to the underlying ribs, and all cases in 
which there were fixed axillary glands or glands in 
the supraclavicular region; 29 per cent of the patients 
were alive at the end of 5 years. This remarkably 
high figure clearly demonstrates that roentgen ther- 
apy is an effective method of treatment of the axilla 
even when the axillary involvement is gross. 

The 5 year survival rate in all cases referred dur- 
ing the period from 1941 to 1945 was 43.7 per cent. 
It is interesting to compare this figure with that ob- 
tained during the period from 1935 to 1940, when the 
main method of treatment was radical mastectomy 
and postoperative roentgen therapy. There were 790 
cases referred during this earlier period and the 5 
year survival rate was 32.4 per cent. 

The following is a brief summary of the essential 
points of the technique of simple mastectomy and 
roentgen therapy. 

The method of treatment is a combination of two 
procedures which must be co-ordinated if the best 
result is to be obtained. 

The following points are of importance in the 
surgical aspect of treatment: 

1. Preoperative preparation with iodine is contra- 
indicated because it lowers the skin tolerance to 
roentgen therapy. 

2. The skin incision and the undermining of the 
skin flaps should be as limited as possible so that 
tissue spaces outside the area to be irradiated will 
not be contaminated with malignant cells liberated 
during the operation. 

3. Excessive skin should not be removed for ten- 
sion on the skin flaps may be associated with failure 
of the wound to heal and delay in the application of 
roentgen therapy. Tightly stretched skin flaps do not 
tolerate irradiation well. Skin grafting does not over- 
come the difficulty, for grafts do not tolerate x-ray 
treatment well. 

4. When the primary tumor is mobile on ‘the pec- 
toral fascia, the fascia should not be removed, as 
this promotes fibrosis of the pectoral muscle. If the 
tumor is firmly fixed to the pectoralis major, the 
muscle should be removed together with the breast. 

5. If there are no palpable axillary glands dissec- 
tion should not be performed, but superficial mobile 
glands in the subpectoral region and outside of the 
axillary fascia may be removed. Any further dissec- 
tion of the axilla will defeat the whole purpose of the 
treatment method advocated. 
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6. If the patient is very stout it is better to carry 
out a radical mastectomy, because in stout patients 
it is difficult to deliver an adequate dose of x-rays 
to the axilla. 

7. Supraclavicular glands should never be re- 
moved, because these glands are easily and effectively 
dealt with by roentgen therapy. 

8. Adhesive should not be applied to the skin after 
the operation, because this lowers the tolerance of 
the skin to irradiation. 

The following points are of importance in post- 
operative treatment by roentgen therapy: 

1. Only one full course of x-ray treatment should 
be given. The practice of giving repeated courses at 
intervals of 3 to 6 months has no place in the treat- 
ment of any form of malignant disease when cure is 
to be attempted, and is just as illogical as partial 
removal of a tumor at intervals of 3 to 6 months. 

2. X-ray treatment should be commenced as soon 
as possible after the operation; the usual interval is 2 
weeks. 

3. Four fields are used and every field is treated 
every day. The axilla is irradiated from two opposed 
fields and the anterior field extends up to include the 
supraclavicular region. The chest wall must be treat- 
ed from tangential or glancing fields so as to avoid 
lung fibrosis. 

4. An adequate dosage must be given, and in Edin- 
burgh the patients receive a minimal tumor dose of 
3,750 roentgens in a period of 3 weeks. This is the 
same dosage as is given when clinically obvious local 
recurrences are treated, and it is important not to 
give less. 

5. The x-ray apparatus must be sufficiently power- 
ful to deliver an adequate depth dose in the axilla 
and it is doubtful if effective roentgen therapy can be 
given with an apparatus of lower voltage than 250 
kv. Heavy filtration is employed and the half-value 
layer of the beam is 3.7 mm. of copper. 

Fart O. Latimer, M.D. 


Carcinoma of the Breast. The Surgical Aspect of 
Carcinoma of the Breast. R.C. B. Lepuie. Brit. 
J. Radiol., 1948, 21: 610. 


The author classifies cancer of the breast as 
follows: 

Stage I. The growth is confined to the breast, in- 
volvement of the skin directly over and in continuity 
with the tumor is not considered, provided that the 
area involved is small in relation to the size of the 
breast. 

Stage II. The growth is similar to that in Stage I, 
but there are palpable mobile nodes in the axilla. 

Stage III. The growth extends beyond the corpus 
mammae as (1) the skin is invaded or fixed over an 
area large in relation to the size of the breast, or it is 
ulcerated; and (2) the tumor is fixed to the underly- 
ing muscle or fascia. Axillary nodes may or may not 
be palpable, but if nodes are present they must be 
mobile. 

Stage IV. The growth extends beyond the breast 
area as shown by: (1) fixation or matting of the axil- 
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lary nodes, (2) complete fixation of the tumor to the 
chest wall, (3) metastases in the supraclavicular 
nodes, (4) metastases in the skin wide of the tumor. 
(5) metastases in the opposite breast, and (6) distant 
metastases, e.g., in the bones, liver, and lungs. 

In practically all Stage I cases, and in a small per- 
centage of Stage II cases (in which one isolated mo- 
bile axillary node low down was enlarged and in- 
durated), the author advises radical amputation, un- 
less it is contraindicated by the patient’s poor general 
condition or extreme age, or in cases of pregnancy or 
lactation, on the assumption that surgery holds out 
the best hope of eradicating the disease. This has 
been the author’s policy throughout the entire peri- 
od from 1937 to 1946, and he has found no reason to 
alter his attitude up to date. 

During the first 7 years of the period under review 
the author advised initial radical amputation in a 
great majority of Stage II cases and also in a limited 
number of Stage III cases. 

In all cases in which it was available he relied on 
the pathologist’s detailed report on the tissues re- 
moved by radical amputation in deciding whether 
postoperative x-ray therapy was needed. The pathol- 
ogist’s prediction was based on a summary of a num- 
ber of features, including the size and situation of the 
primary tumor, its histological type, its relation to 
or involvement of the overlying dermis, the number 
of lymphatic channels invaded, and whether the 
invasion was widespread or limited to a few isolated 
cells. Perilymphatic infiltration and invasion of 
blood vessels or nerves were noted, as was the in- 
volvement of muscle or fat. Lastly, the number and 
position of any affected axillary lymph nodes and the 
extent of their involvement, as well as any perinodal 
spread, were correlated with the findings in the 
breast. Postoperative x-ray therapy was given in all 
cases in which the pathologist predicted that the out- 
look was indefinite or bad. 

Throughout the 10 years under review, x-ray 
therapy was employed as the initial treatment in 
(1) the majority of Stage III cases, (2) nearly all 
Stage IV cases, (3) a small group of cases comprising 
carcinoma occurring in pregnancy or lactation, mas- 
titis carcinomatosa, and (4) a limited number of 
Stage I and Stage II cases, occurring in aged and 
decrepit patients. 

Postoperative roentgen therapy following radical 
amputation has resulted in a marked increase in the 
symptom-free rate in cases with axillary node in- 
volvement. This improvement in results has been 
seen in both 3 year and 5 year survivals. 

X-ray therapy when used (in some Stage II cases, 
and chiefly Stage III and IV cases) alone produced 
a regression of the disease in the treated area in a 
large majority of cases, but distant metastases were 
responsible for death in most of these (79 per cent) 
within 3 years. In all of the patients who survived 
for a longer period (21 per cent) the disease had re- 
curred by the seventh year. 

During the period from 1944 to 1946 initial x-ray 
therapy was employed in an increasing number of 
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Stage II cases in which more than one axillary node 
appeared to be invaded. Previous experience with 
these cases had shown that radical excision and post- 
operative x-ray therapy usually succeeded in con- 
trolling the disease in the treated area, but, in spite 
of this fact, distant metastases at a later date led to 
an unfavorable result in an appreciable number. 
After the initial course of x-ray therapy was com- 
pleted in a period of about 4 or 5 weeks, the patient 
was kept under regular observation at intervals of 
1 to 2 months. As long as the disease appeared to be 
regressing in both the breast and the axilla the au- 
thor refrained from surgery. However, radical am- 
putation has been the treatment of election and has 
usually been performed at an interval of from 2 to 6 
months after x-ray therapy has been completed. The 
skin sutures are left im situ for from 14 to 18 days, as 
on one occasion when this was not done the flaps 
separated and secondary suture was necessary. 
Amputation of the breast alone or wide local ex- 
cision of the residual tumor has been reserved for (1) 
those aged or decrepit patients who were considered 
unfit for a major procedure and (2) advanced cases 
in which the initial regression of the primary tumor 
in the breast was slight, or in which the breast tumor 
after a period of regression, commenced to enlarge 
again. Eart O. Latimer. M.D. 


TRACHEA, LUNGS, AND PLEURA 


Decortication of the Nonexpandable Postpneumo- 
thorax Tuberculous Lung. Dantet A. MutvIiniILy 
and Ropert Kiopstockx. J. Thorac. Surg., 1948, 
592 923. 

In about 5 per cent of cases of pulmonary tuber- 
culosis, in which a successful pneumothorax has been 
maintained for the optimal time, the lung will not 
re-expand after pneumothorax refills have been 
abandoned. The inability of the lung to re-expand 
usually results in highly negative intrapleural pres- 
sures, due to absorption of some of the pneumothorax 
air, and the drawing toward the chest wall of the 
collapsed lung together with the mediastinum and 
its structures. The opposite lung may therefore be- 
come overdistended, and latent foci may be opened. 

The causes of the failure of the collapsed lung to 
re-expand are: (1) extensive destruction and fibrous 
contraction of a greater part of the lung; (2) a rigid, 
thick visceral pleura, which is often the result of a 
pleural effusion or empyema; and (3) a stenosis of 
the large bronchi, with resultant atelectasis. The 
first and third causes still call for thoracoplasty as 
the method of treatment. 

The pathology of the rigid visceral pleura—the 
second cause for failure of re-expansion—is not al- 
ways inflammatory thickening of the pleura itself. 
Not uncommonly, it consists of the laying down of a 
hyalinized fibrous layer on the pleura, to which it is 
not intimately adherent in large part but is attached 
by a thin areolar, vascularized layer, which may be 
easily separated by blunt dissection to leave behind 
an intact and fairly normal and expandable pleura. 





156 


In the light of this described pathology, the feasi- 
bility of decortication in some cases in which expan- 
sion does not take place is clear, and has been proved 
in the 5 cases reported. 

The following list of possible indications has been 
tentatively set up: 

1. To increase functional respiratory capacity, 
when it is required to permit major collapsing proce- 
dures, or resection for an open lesion on the contra- 
lateral side. 

2. To avoid extensive thoracoplasty for the oblit- 
eration of the pleural dead space: (a) when pleural 
effusion is persistent or recurrent on attempted re- 
expansion; (b) when a secondary pyogenic non- 
tuberculous empyema is present; and (c) when at- 
tempted re-expansion results in the shifting of the 
heart and mediastinum toward the chest wall, 
creating overdistention dangerous to the opposite 
side. 

3. Nonexpandability in the face of the patient’s 
desire to abandon pneumothorax, and avoid in- 
definite refills. 

Only long time observation of a long series of cases 
can determine the percentage expectancy of reac- 
tivation of the old tuberculous focus, or reopening of 
the cavity, after decortication, as compared with the 
more controlled re-expansion in readily re-expand- 
able lungs on abandonment of pneumothorax. 

Detailed case histories of 5 patients who have had 
surgical decortication for postpneumothorax non- 
expandable lungs are presented. Pulmonary de- 
cortication seems to be a useful procedure for deal- 
ing with the problem of the postpneumothorax, 
nonexpandable lung. SAMUEL Kaun, M.D. 


The Use of Streptomycin in Resection for Pulmon- 
ary Tuberculosis. Dwicnt E. HARKEN, Joun J. 
Crncotti, and GeorcE G. Jackson. Surg. Clin. N. 
America, 1948, 28: 1519. 


The authors believe that extirpative therapy gives 
better results than collapse therapy in patients with 
pulmonary tuberculosis. Some previous results have 
been discouraging; however, technical refinements 
and antibiotic and chemotherapeutic advances sup- 


port this method of treatment. Favour and his 
associates assume that streptomycin is effective only 
against extracellular organisms, and this assumption 
is supported clinically by the good results which have 
been obtained with its use in exudative diseases, 
fresh miliary lesions, and hyperemic nonfibrous le- 
sions. 

Nine cases are presented in which resection was 
done for pulmonary tuberculosis. Indications for 
resection were tuberculoma, symptomatic tubercu- 
lous bronchiectasis, collapse failure, bronchial steno- 
sis, secondary suppuration, giant cavitation, and a 
suspected neoplasm. Streptomycin was given 1 week 
previous to operation and was continued for 2 weeks 
after operation. The dosage varied from 1 to 2 gm. 
daily, given at intervals of 4 to 12 hours. One gram 
of streptomycin and 100,000 units of penicillin were 
instilled into the pleural space at operation, and the 
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instillation was continued in cases of pleural contam- 
ination. Eight of the 9 patients were clinically well 
and had negative sputum; none had tuberculous 
spread, empyema, fistula, or wound infection. One 
fatality occurred in a desperately ill patient whose 
nonsurgical prognosis was hopeless. 

The article includes a report of 10 cases, in one of 
which pneumonectomy was performed for cancer 
associated with tuberculosis. In this series treat- 
ment extended over a period of 14 months, and it is 
believed that the material and time element are too 
limited for definite conclusions. In these cases strep- 
tomycin was used as a means of prevention of 
pleural and wound contamination—not as a cure. 

In the preparation of patients for operation, the 
use of streptomycin must be judicious because of 
streptomycin-resistant strains of the tubercle bacil- 
lus. Resistance may be from accommodation of the 
bacillus to streptomycin, or from proliferation of re- 
sistant strains. This factor is thought to begin in 
about 35 days. The effective dose of streptomycin 
has not been established. In considering the effec- 
tiveness of streptomycin as a means of control of 
wound and pleural infections, one must remember 
that aseptic technique is the most important factor. 

The authors state that thoracoplasty is safer after 
resection than it is as a primary procedure because 
the disease has been removed. It is pointed out that 
the use of streptomycin may prove to be of advan- 
tage in the conservation of useful parenchyma by 
segmental resection, and that streptomycin may in- 
hibit the reactivation of quiescent pulmonary tuber- 
culosis in unresected areas during and immediately 
following operation. Rosert E. Fiorer, M.D. 


The Use of Streptomycinin Pulmonary Resections. 
JuLIAN A. Moore, JAMES D. Murpuy, and PARKER 
D. Exrop. Surg. Clin. N. America, 1948, 28: 1543. 


This article is a study of 63 patients who had 
undergone either lobectomy or pneumonectomy for 
pulmonary tuberculosis and had received strepto- 
mycin also. At first the dosage was 2 gm. daily, given 
intramuscularly. Later it was changed to 1 gm. 
daily, divided into two doses given at 12 hour inter- 
vals. Improvement in technique, equipment, and 
anesthesia has been of distinct advantage in recent 
years. The indications for pulmonary resection in 
this series were a residual cavity after thoracoplasty 
(45 per cent), destruction of the lung (12 per cent), 
failure of so-called conservative methods of collapse 
(15 per cent), tuberculoma (1 case), severe endo- 
bronchial disease and bronchiectasis (19 per cent), 
and elective operations in place of thoracoplasty in 
unilobar cavitation (8 per cent). All operations were 
done in the Overholt prone position. The intercostal 
nerves in the operative area were crushed near the 
midline to diminish postoperative pain. The bron- 
chus was closed with interrupted silk sutures proxi- 
mal to the point of clamping. Catheter drainage of 
the pleural space was used. Six weeks after resection 
a limited thoracoplasty was performed, the first rib 
being left in place. 
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The over-all sputum conversion rate was 90 per 
cent. The mortality rate was 5 per cent, all deaths 
having occurred within 2 weeks after surgery. Two 
deaths were due to uncontrollable hemorrhage and 
1 death was due to cerebral anoxia from cardiac 
arrest due to the hemorrhage at the operation. The 
surviving patients were in excellent clinical con- 
dition. Empyema developed in 4 cases as the result 
of bronchopleural fistula. No empyema developed 
when a tuberculous cavity was torn. Only one 
spread occurred, and this was not severe. There were 
2 deep wound infections, both following thoraco- 
plasties done 6 weeks after resection. Other com- 
plications were 1 case of meningitis, 1 of pericarditis, 
and progression of the disease in 1 patient. The 
patient with meningitis was treated with strepto- 
mycin and was apparently well at the time of writ- 
ing. The patient with pericarditis survived, and the 
patient with progression is under treatment. Com- 
parison is made with the cases reported in the litera- 
ture prior to the use of streptomycin, and this re- 
ported series shows a marked improvement in the 
results. Rosert E. Frorer, M.D. 


HEART AND PERICARDIUM 


Decortication of the Heart in Fibrous Pericarditis 
(La decorticazione del cuore nella _pericardite 
fibrosa). Luicr Torraca. Gior. ital. chir., 1948, 
4: 411. 

The author prefers the term fibrous pericarditis 
for the chronic malady which causes progressive 


thickening of the pericardium. He agrees with many 
students of this condition that most of the cases 
operated on are tubercular or rheumatic in origin, 
even though White does not admit rheumatism as 
one of the causes of this malady. Fibrous pericarditis 
may follow acute purulent pericarditis due to the 
Staphylococcus aureus. The author mentions 1 of 
his cases which followed a peritonsillar abscess, and 
3 cases which followed a febrile attack with con- 
comitant joint pains, which could have been con- 
sidered attacks of acute arthritis. In many cases, 
however, the etiological factor remains obscure. 

The rationale of surgical intervention depends on 
the fact that the symptoms which make up the clini- 
cal picture of fibrous pericarditis are due solely to 
the changes in the pericardium. 

The former belief that pericardial changes hinder 
the cardiac systole has at present been superseded 
by that of Volhard, namely, that the fibrous tissue 
hinders the diastole and inhibits the full dilatation 
of the cardiac chambers. This is more marked in the 
right side of the heart. The diminished capacity of 
the right atrium and ventricle causes stasis in the 
venae cavae which leads to: 

1. Increased venous pressure (from 300 to 390 
mm., the normal being from 50 to 100 mm.). 

2. Turgidity of the superficial and deep veins, in- 
cluding the retinal veins. 

3. Hepatomegaly and ascites, 

4. Dyspnea. 
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5. -Increased pressure of the spinal fluid (up to 
400 mm. H?0). 

6. Edema of the lower extremities. 

Because of the diminished capacity of the right 
side of the heart, less blood reaches the left side and 
consequently there will be less cardiac output, lower 
arterial pressure, tachycardia, and a weak pulse. 

The author, however, does not agree fully with this 
conception of Volhard because: 

1. In 1 of his cases the roentgenogram revealed 
complete dilatation of the auricles and their impres- 
sion on the esophagus. This dilatation became 
smaller 1 month after surgical intervention and the 
auricular impression on the esophagus almost disap- 
peared. 

2. Edema of the lower extremities should appear 
concomitantly with the liver congestion and ascites, 
but this is not the case. 

3. Good results have been obtained with decorti- 
cation of only part of the anterior surface of the left 
ventricle. 

In this disease the size of the heart is not always 
small as stated by Volhard because in numerous 
cases the author found it to be enlarged on the surgi- 
cal or on the autopsy table. This can be explained 
by previous enlargement due to some valvular lesion 
that was present before the fibrous pericarditis 
supervened. Whenever there is a concomitant valvu- 
lar lesion, the heart tones are clear, but weak and 
distant, murmurs are present, and the pulse is weak 
and more rapid than normal. 

Electrocardiography does not give any informa- 
tion of importance. 

Roentgenography usually shows enlargement of 
the cardiac shadow. In 1 of the author’s cases there 
was an increase in the transverse diameter of the 
heart, while in another case the enlargement was 
anteroposterior and included the auricles. [his 
proves that the statement that the cardiac shadow 
is small in fibrous pericarditis, is not always true. 
Roentgenographic studies reveal also: 

1. Diminution of the movements of the cardiac 
borders, especially the right border. 

2. No change in the shape of the heart when the 
patient is in lateral decubitus. 

3. Pulmonary stasis (very evident in the author’s 
cases). 

4. Straightening of the heart borders which is 
due, according to Schmieden and Fisher, to increased 
diaphragmatic traction. 

The author agrees with Westerman that in con- 
strictive pericarditis surgical intervention is never 
too early, and disagrees with Vaguez and Santy, the 
former stating that surgical intervention must be 
considered only when cardiokinetics have no more 
effect on the heart, and the latter stating that there 
is plenty of time to intervene surgically as the course 
of the disease is very slow. The author refutes 
Sellor’s statement that in constrictive pericarditis 
the cardiac muscle is normal, stating that as the 
pericardium begins to thicken, the connective tissue 
invades the myocardium and may reach the endo- 
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cardium (Burwell and Strayton) and the papillary 
muscles (Schmieden). He also adds the following as 
indications for early surgical intervention: 

1. Increased work (pulsation) imposed on the 
heart muscle. 

2. The deleterious action of the progressive ische- 
mia of the disease which will involve the coronary 
arteries and lead to atrophy of the heart muscle. 

The type of operation preferred by the author is 
the pericardiectomy of Rehn or the decortication of 
the heart of Sauerbruch and Schmieden. By the 
first term is meant removal of the fibrous pericardial 
sac and parietal serous lining, and by the latter term, 
removal of the epicardium in addition to removal as 
in the first term. Precordial thoracectomy can be 
done in some cases as a first step, to be followed later 
by pericardiectomy. The use of digitalis, because of 
its action to decrease the cardiac output, seems to be 
contraindicated. In support of this view the author 
mentions the case reported by Churchill in which, 
notwithstanding digitalization, the patient developed 
acute dilatation of the heart. Access to the heart has 
been through the mediastinum with resection of the 
third, fourth, and fifth, or third, fourth, fifth, and 
sixth costal cartilages, a portion of the sternum, and 
subperiosteal resection of segments of the same ribs. 
The incision is curved, starts on the sternum and 
proceeds laterally to the fifth or sixth interspace. It 
is mandatory that the internal mammary and the 
intercostal vessels be ligated. In the reflection of the 
pleura care must be taken not to cause any lacera- 
tions. Small lacerations which can be easily sutured 
may be of no consequence, but those large and diffi- 
cult to suture will cause a pneumothorax that will 
render cardiac function difficult. The transpleural 
route, advocated by Decker, should be used only 
when the left pleural cavity is free of adhesions. 
With this approach the possibility of spreading a 
tuberculous infection must be considered. 

The pericardium is removed always; but the epi- 
cardium is removed only when it is thickened. When 
the structures can be separated by digital dissection, 
the parietal layer is removed first, followed by de- 
cortication of the myocardium. If separation of the 
layer is impossible, the dissection must be done 
slowly and carefully until the cardiac muscle is 
reached. 

The ideal pericardiectomy consists in removal of 
all the pericardium, but as this is impossible we must 
be satisfied with pericardial removal of the anterior, 
posterior, and apical part of the left ventricle. Care 
must be taken not to cut the phrenic nerve, even 
though the consequences are not serious when it is 
accidentally cut (Sauerbruch, Schmieden). De- 
cortication of the right ventricle and auricles is diffi- 
cult, and Schmieden and Fisher do not advise it. 

Among the complications, the author emphasizes 
the following: 

1. Laceration of the heart, usually the right side 
or auricles. If the laceration is not sutured well, or 
if left unsutured, death will occur. Acute dilatation 
of the heart with arrest in diastole. 
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2. Disturbances of the cardiac rhythm, irregu- 
larity of the pulse, auricular fibrillation, and tempo- 
rary arrest of the heart. These have been reported 
by some authors. Except for some irregularities of 
the pulse, these conditions have not been encoun- 
tered by the author. 

3. Hemorrhage may occur after decortication, 
consequently hemostasis must be complete. Drain- 
age is required in these cases. The author concludes 
his article by reporting his 5 cases of pericardiectomy. 
He obtained good results in 3 cases; in 1 case there 
was no improvement because the malady was too 
advanced, and in the last case death followed post- 
operative collapse. 

Patients with a calcified pericardium are difficult 
to treat and should not be operated upon. Tengwall 
operated upon 3 patients with very poor results. 

JoserH M. A. Pape, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Gastric Cyst of the Mediastinum. ApriAN A. EHLER 
and SuSANNA ATWELL. J. Thorac. Surg., 1948, 17: 
809. 

The authors found reports on 27 cases of gastric 
cyst of the mediastinum in the literature. In only 
2 instances were the patients more than 15 years of 
age. Nineteen patients were infants under 1 year 
of age and the remainder were infants between 1 and 
4 years of age. The presence of gastric mucosa and 
its resultant secretions which are capable of digestive 
activity and peptic ulceration, lead to lethal compli- 
cations relatively early and undoubtedly explain the 
paucity of such cysts in adult life. 

Just how such cysts may be produced is, of course, 
shrouded in the same veil of obscurity that charac- 
terizes congenital abnormalities in general. 

The symptoms produced by these cysts may be 
varied and include dyspnea from pressure and dis- 
tortion of the air passages or lungs, as well as cough. 
Dysphagia may occur but a soft infant diet will 
usually pass even a distorted esophagus; however, an 
increase in dyspnea or even cyanosis may accompany 
swallowing. Hemoptysis, hematemesis, or melena 
may be observed, but usually these conditions sig- 
nify erosion of the cyst into, or a communication of 
some other nature with, the air passages or esopha- 
gus. 

Chief reliance for the diagnosis is placed on the 
roentgenograms in the posteroanterior and lateral 
or oblique views. The cyst is usually located in the 
posterior mediastinum and most often presents to- 
ward the right. Laminography may be required for 
the demonstration of small cysts. The serious con- 
sequences of the presence of such cysts in infants de- 
mands their removal. 

The treatment of choice is complete removal of the 
cyst if possible. If not, destruction of any remaining 
mucosa is indicated. Marsupialization and prolonged 
drainage may occasionally have to be resorted to, 
and followed by attempts to destroy the mucosa. 
Simple external drainage is undesirable. 
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Fig. 1 (Ehler, Atwell). Posteroanterior roentgenogram 
showing fluid level on right side; note hemivertebrae in 
upper thoracic and cervical spine. 


A transpleural approach is recommended, since it 
is adequate and safe in competent hands. 

A gastric cyst occurring in a boy 15 months old 
was completely removed through a right transpleural 
thoracotomy, with an entirely successful outcome; 
this case is reported in detail and is amply illus- 
trated. 

A comprehensive review of the literature is given 
and a bibliography of 32 references is appended. 

Hrram T. Lancston, M.D. 


Traumatic Chylothorax. R. Starr Lampson. J: 
Thorac. Surg., 1948, 17: 778. 

Chylothorax is, by definition, the condition which 
results when chyle accumulates in the free pleural 
space. This occurs in the presence of serious disease, 
such as venous obstruction to the superior vena 
cava, lymphatic block in filariasis, erosion of the 
duct or its radicals by malignant neoplasm, or tu- 
berculosis. When chylothorax develops after direct 
laceration which severs the duct—as in bullet 
wounds, surgical accidents, fracture of adjacent ver- 
tebre, or following indirect injury which tears it by 
concussion, or traction from external blows, or even 
coughing—there is always a latent period before 
symptoms appear. This is usually from 3 to 7 days, 
but it may be several months. The delay is the time 
required for the chyle to escape from the extrapleural 
mediastinum into the pleural space, and fill it to 
the point at which the volume of fluid embarrasses 
respiration and causes distress. This alteration of 
respiratory physiology may precipitate cardiovas- 
cular collapse and shock, which respond to thora- 
centesis. If the condition is of long duration, and 
frequent thoracenteses have been done, hypopro- 


Fig. 2. Lateral roentgenogram; fluid lies posteriorly. 


teinemia, loss of weight, and inanition are marked, 
due to failure of essential products of nutrition to 
enter the circulation. 
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The diagnosis of chylous effusion is established 
by the character of the pleural fluid. Chyle is a 
milky, thin fluid, with a specific gravity of 1.010 to 
1.021, and alkaline in reaction. The values for elec- 
trolytes, protein, sugar, and cholesterol approximate 
those of the serum, but are subject to wider varia- 
tions, as a result of the diet. 

Chyle is a vehicle for the mobilization of proteins, 
which, in the presence of hemorrhage, are redis- 
tributed and made available for essential functions; 
it is bacteriostatic. 

Traumatic chylothorax is an extremely rare dis- 
ease, only 69 cases having been discovered. The 
ages ranged from 9 to 62 years; 47 of the 58 accep- 
table cases were males, 11 females. This is to be 
expected in traumatic disease. 

The most striking feature in the management of 
these cases is the multitude of ingenious suggestions 
which have been considered or executed in treat- 
ment. Frequent thoracenteses have been used al- 
most universally. Pneumothorax, for the purpose 
of discouraging the flow of chyle, has been done with- 
out great success. Instillation of sterile broth and 
irrigations with azochloramid and other substances, 
to stimulate fibrinous reaction, have been of some 
benefit. The phrenic nerve was crushed twice with 
doubtful success. The intravenous or intrasternal 
injection of chyle has occasionally been beneficial. 
Restricted diets, low in fluids, fat, and protein re- 
duce the production and flow of chyle. Surgical 
drainage of the mediastinum, through the posterior 
approach, has been attempted in the hope that a free 
external flow of chyle would encourage healing of 
the rupture in the duct. Direct injury to the thoracic 
duct in the neck has resulted in external chylous 
fistula or in chylothorax. Both of these conditions 
have been controlled by ligation of the cervical 
thoracic duct. 

When conservative methods fail, one is justified 
in risking a direct attack through the chest, at or 
below the site of rupture, with the intent to ligate 
the duct low in the mediastinum. 

The case presented establishes the fact that low 
ligation of the thoracic duct is a feasible procedure. 
After operation, the chylathorax promptly ceased, 
and the patient has remained free from it for over a 
year. The operative procedure, which is described 
in detail, is rather difficult and should be reserved 
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for the patient who has demonstrated, by the clini- 
cal course, that spontaneous closure will in all 
probability not occur. SAMUEL Kaun, M.D. 


MISCELLANEOUS 


The Right Thoracoabdominal Approach. Joun P. 
HEANEY and GeorcE H. Humpureys. Ann. Surg., 
1948, 128: 948. 


The need for an approach to the structures of the 
right upper quadrant of the abdomen which would 
give a more adequate exposure has long been appre- 
ciated. The immobility of the costal margin being 
the main barrier to good exposure, the authors con- 
sidered a right thoracoabdominal approach, cutting 
across the costal margin, an answer to this problem. 
Following experiments in the anatomy laboratory on 
cadavers and on living dogs, and finally in the au- 
topsy room, the authors considered that the proce- 
dure deserved a clinical trial. 

An obese patient with gallstones was selected for 
the procedure. Through a long curved thoracoab- 
dominal incision, the costal cartilage was divided be- 
tween the ninth and tenth ribs, entry to the chest was 
through the ninth interspace, and the abdomen was 
opened through a curved radial incision in the right 
diaphragm. The right lobe of the liver was gently 
rotated into the chest and all the structures in the 
region of the porta hepatis were well exposed. The 
gall bladder was easily removed. The only difficulty 
encountered was in closing the divided diaphragm at 
the transected costal margin. It is suggested that a 
rib resection would make the closure less difficult. 

This approach is offered as a useful one in secon- 
dary and tertiary operations upon the biliary tree, in 
pancreaticoduodenal operations, in portacaval anas- 
tomosis, and in removal of portions of the right lobe 
of the liver, since the inferior vena cava can be con- 
trolled above as well as below. It is also suggested 
that occasionally it might be easier to perform 
cholecystectomy through the chest than through the 
abdomen, as splenectomy and gastrectomy are some- 
times carried out. If unexpected technical difficulties 
are encountered in the right upper quadrant and ad- 
ditional exposure would be advantageous, the ap- 
proach can be used as an adjunct to the ordinary 
right upper quadrant incisions. 

Jesse E. THompson, M.D. 
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GASTROINTESTINAL TRACT: 


Peripheral Sensorial Innervation of the Digestive 
Tract (Las vias sensoriales periféricas del tubo di- 
gestivo). F. pE Castro, P. pE Sata, and J. M. 
Bianco. Rev. espan. enferm. ap. digest., 1948, 7: 785. 


The authors discuss the innervation of the ab- 
dominal viscera after observing the effects of dis- 
tention of the abdominal viscera on the dilatation 
of the pupils of cats and after cross nerve anastomo- 
sis. The distribution of the afferent and efferent 
vagal and splanchnic nerves is very well illustrated 
with many interesting figures. 

Wittram E. Ricketts, M.D. 


Control of Gastric Secretion. Grorc Kantson. Brit. 
M.J., 1948, 2: 1091. 

The author reviews the physiological concepts con- 
cerning the control of gastric secretion and attempts 
to separate the proved facts from unjustified specu- 
lation. The results of this analysis are summed up as 
follows: 

“Tf tentatively we try to link together the pattern 
of facts as they are seen so far, the contours above 
the horizon of unjustified speculation are as follows: 
Gastrin is contained in the pyloric mucosa, and in 
man and pigs, in the duodenum as well. This agent 
is liberated by vagus impulses or when chemical sub- 
stances such as food come into contact with the mu- 
cosal regions concerned. The liberated gastrin is 
carried by the blood to the fundic mucosa, where it 
causes some change so that histamine is liberated in 
quantities sufficient to stimulate the parietal cells. 
In this picture gastrin enters as a common factor in 
the nervous, gastric, and intestinal phases of acid 
gastric secretion.” 

The author admits that a great deal of work re- 
mains to be done before this view can be accepted 
even by those who are suggesting it as a working 
hypothesis. Harowp LaurMan, M.D. 


Histologic Basis for Anacidity in Gastric Disease. 
Lewis W. Guiss and Frep W. STEWART. Arch. 
Surg., 1948, 57: 618. 

The authors discuss the etiology of gastric anacid- 
ity and state that it is variously ascribed by different 
authors to atrophy of the gastric mucosa, congenital 
defect, gastritis, avitaminosis (B), idiopathic causes, 
and gastric carcinoma. However, little correlation 
has been found between the size of the gastric carci- 
noma, the site of the neoplasm, and the quality of 
the secretion. 

This report is concerned with an attempt to relate 
the anatomic findings with the degree of gastritis and 
achlorhydria in a group of stomachs resected for 
duodenal ulcer (32), prepyloric ulcers (19), ulcer of 
the gastric fundus (20), carcinoma of the prepyloric 
area (92), and carcinoma of the gastric fundus (113). 


The size and site of the gastric lesions were also 
correlated. 

Considerable variation in the parietal cells in these 
stomachs was noted. Frequently the cells were ap- 
parently integrate from a histological standpoint, 
but when figures from gastric analyses were corre- 
lated, it became evident that unless the acidophilic 
granules in the cells could be clearly made out in 
properly stained sections the parietal cells were prob- 
ably physiologically inactive. 

The number of parietal cells present was corre- 
lated with the intensity of the existing gastritis. The 
coefficient of correlation was —0.719 +0.020, signify- 
ing that as the intensity of chronic atrophic gastritis 
in the fundus increases, there is a proportionate de- 
crease in the number of parietal cells. 

The number of “‘functional” parietal cells present 
in the fundus mucosa was correlated with the highest 
figure for free hydrochloric acid obtained by frac- 
tional analysis of gastric material from the same 
patients. Because of the possibility of inhibition of 
secretion of hydrochloric acid in the carcinomatous 
stomachs by a gastric secretion inhibiting substance, 
the stomachs were divided into two groups, one con- 
taining those with peptic ulcers, and the other those 
with cancer. 

In the ulcer group the coefficient of correlation 
between the number of parietal cells present in the 
fundus mucosa and the highest figure for free hydro- 
chloric acid obtained by fractional analysis of gastric 
material from the same patients was +0.6222+ 
0.083. This high positive correlation signifies that 
the more parietal cells present, the greater the tend- 
ency toward high amounts of free hydrochloric acid. 

The correlation coefficient between the number of 
parietal cells present in the fundus of stomachs with 
cancers and the production of free hydrochloric acid 
was even higher, i.e. +0.718+0.0413, a highly sig- 
nificant positive correlation. Therefore, the produc- 
tion of hydrochloric acid in the cancerous stomach is 
directly proportionate to the number of normal- 
appearing parietal cells present in the fundus of these 
stomachs. The coefficient of correlation was only 
slightly higher in cancerous stomachs than in the 
ulcerous stomachs. No correlation could be obtained 
between the location of a cancer in the stomach and 
the production of free hydrochloric acid. The figures 
also showed that in cases of duodenal and antral 
ulcers, the fundus is essentially devoid of chronic 
atrophic gastritis whereas in cases of ulcer of the 
fundus, moderate gastritic changes are found. 

Little or no relation was found between the size of 
the lesion and the free hydrochloric acid except that 
when the lesion was large enough to destroy or affect 
the major portion of the fundus mucosa, anacidity 
naturally resulted. Chronic atrophic gastritis and 
parietal cell deficiency are the primary causes of 
anacidity and explain the greater incidence of ana- 
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cidity with increasing age in the general population. 
Ernest D. BLOOMENTHAL, M.D. 


The Management of Massive Gastroduodenal 
Hemorrhage. FrepERICK H. AMENDOLA. Ann. 
Surg., 1949, 129: 47. 

The term ‘“‘massive gastroduodenal hemorrhage” 
should apply only to acute rapid loss of blood caus- 
ing hemorrhagic shock. Unless this type of hemor- 
rhage is considered separately from those of less 
magnitude, the vital statistics of such cases are hope- 
lessly confusing. 

Such hemorrhages produce an immediate rapid 
diminution in blood volume and hypotension which 
may produce acute circulatory failure or heart fail- 
ure. Prolonged severe hypotension from acute hem- 
orrhage may cause irreparable damage to vital or- 
gans, particularly in older patients. 

Although the figures for conservative manage- 
ment vary greatly, certain facts can be obtained 
from them. The author reviews reported series of 
cases by other authors and cases from his own hos- 
pital. Expectant treatment resulted in a 19 per cent 
mortality of patients over 45 years of age and in a 
mortality of 15 per cent for the entire group of pa- 
tients with massive hemorrhage. Of those treated 
surgically, there was but 1 death, or a postoperative 
mortality of 9 per cent in the group operated upon 
within 48 hours. Three patients were treated ex- 
pectantly, to a point where nothing more could be 
done, and were then operated upon; all 3 of these 
patients died. 

The plan of management is based upon certain de- 
ductions from statistical studies, as follows: (1) in- 
discriminate emergency surgery for ulcer hemorrhage 
should be strongly condemned; (2) the risk of lethal 
hemorrhage in younger patients is relatively small, 
and emergency operative intervention in this group 
will not often be necessary; (3) all serious bleeders 
above the age of 45 are potential candidates for 
emergency operation; (4) severe ulcer pain preced- 
ing the hemorrhage or persisting after hemorrhage is 
a serious symptom, usually indicating deep penetra- 
tion, or impending or localized perforation; (5) in 
the presence of pyloric stenosis hemorrhage is more 
likely to continue or recur; (6) the patient over 50 
years of age, who is bleeding from a chronic gastric 
ulcer, is most likely to die of uncontrollable hemor- 
rhage; (7) surgical intervention, when indicated, 
carries the least risk during the first 48 hours of ac- 
tive bleeding; (8) in the older group, recurrent severe 
bleeding in a patient who has just recovered from a 
previous episode is of the gravest prognostic import- 
ance; and (9) the mortality from late surgical in- 
tervention is prohibitive. 

Based upon these premises, the author has out- 
lined a plan of management of such cases. 

1. Active treatment of the patient in shock is be- 
gun at once without subjecting the patient to any 
but the most cursory physical examination. 

2. Nothing is permitted by mouth except small 
sips of water or cracked ice. 
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3. Blood replacement is begun at once. Plasma 
may be used, but only to take the place of blood un- 
til blood is obtained. 

4. Blood is drawn for hematocrit, prothrombin, 
and blood urea nitrogen determinations, as well as 
for typing and blood counts. 

5. Repeated or continuous transfusion is required 
as long as the systolic pressure remains below go or 
the pulse over 130, or both. 

6. When restorative measures have been initiated, 
a rapid physical examination is made and a history 
secured in an attempt to ascertain the most probable 
source of bleeding. 

7. In the absence of a definite history of ulcer in a 
patient who is bleeding uncontrollably, and in whom 
surgical intervention appears likely, every reasonable 
effort is made to establish a diagnosis. This should 
include examination of the esophagus, stomach, and 
duodenum by roentgenography, if necessary. Though 
a patient in shock should not be subjected to this 
procedure under any circumstances, bleeding of it- 
self does not contraindicate the ingestion of barium 
and early examination. 

8. If the presence of esophageal varices is defin- 
itely excluded, a small caliber indwelling tube is 
passed through the nostril into the stomach, the 
stomach is lavaged with saline, and continuous suc- 
tion is applied. 

g. Opiates or barbiturates, or both, are given in 
doses adequate to control restlessness. Morphine 
occasionally produces nausea and should be given 
cautiously. 

10. Blood pressure and pulse are recorded at half- 
hour intervals. 

11. All fluid, amino acid, vitamin, sugar and salt 
requirements are met by intravenous infusion and 
transfusion during the period of profuse bleeding. 

12. Indications for operation. When causes of 
bleeding other than chronic ulcer have been excluded 
with reasonable certainty, (a) patients over 50 years 
of age who continue to show a rapid pulse, drop in 
blood pressure, slight air hunger, and other signs of 
continued bleeding despite repeated transfusions 
over a period of 24 hours, require surgical interven- 
tion; (b) younger patients who continue to bleed 
profusely and who remain at shock levels despite re- 
peated transfusions over a period of 48 hours require 
surgical intervention; (c) recurrence of massive 
bleeding in the older ulcer patient demands im- 
mediate operation; (d) massive hemorrhage super- 
imposed upon a known pyloric obstruction requires 
surgical intervention; (e) simultaneous hemorrhage 
and perforation obviously call for immediate opera- 
tion; and (f) patients who are first seen after many 
days of severe continuous or repeated hemorrhage 
are extremely poor surgical risks and are best treated 
expectantly. Simple high jejunostomy under local 
anesthesia for feeding purposes, may be of value. 

Because of the many difficulties of operating in 
such cases, they should only be delegated to the 
most experienced of abdominal surgeons. No pa- 
tient should be subjected to operation unless, with 
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massive blood transfusion and modern anesthesia, 
he can be safely considered for major gastric surgery. 
If this cannot be accomplished, he is best treated 
expectantly. 

A simple ligation of the bleeder, or ligation of ves- 
sels supplying the ulcer, is usually a useless type of 
surgical procedure in these cases, and a form of re- 
section is almost invariably necessary. 

FREDERICK C. HOEBEL, M.D. 


Gastrojejunocolic Fistula. Henry H. Faxon and 
Wittram G. Scuocu, Jr. N. England J. M., 1949, 
240: 81. 

The findings in 9 cases of gastrojejunocolic fistula 
are presented, and the literature on the subject is 
reviewed. 

Usually, the symptoms are attributable to the 
secondary effects of diarrhea induced by the reflux, 
into the upper jejunum and stomach, of irritating 
contents of the large bowel. Passage of gastric 
material into the colon through the fistula in the 
reverse direction is delayed, as a rule, by a valve- 
like action of the jejunal mucosa. 

The treatment of gastrojejunocolic fistulas is sur- 
gical and consists of removing the fistula, restoring 
bowel continuity, and correcting the ulcer diathesis. 

Preparation of the patient for excision of the fistu- 
la should include the institution of an ascending 
colostomy, as recommended by Pfeiffer, as a pre- 
liminary procedure in all patients whose general 
condition is unsatisfactory. 

The tendency in these patients to reactivate an 
ulcer after an excision of the fistula and restoration 
of intestinal continuity is so strong that unless cor- 
rective surgical measures have been carried out at 
the earlier operation they should be adopted before 
the patient is finally discharged from the hospital. 

A case is cited for the first time in which, after 
excision of the fistula, transthoracic vagotomy was 
used as the definitive treatment of the ulcer diathe- 
sis. This patient was asymptomatic a year after 
the vagus resection. BENJAMIN GOLDMAN, M.D. 


New Problems in the Origin of Gastric Ulcer (Neuere 
Probleme in Beziehung zur Magengeschwuersent- 
stehung). G. vON BERGMANN. Deut. med. Wschr., 
1948, 73: 621. 

The author refers to his theories which he first ex- 
pounded in 1913. At that time he stated that he 
suggested that the ulcers of the stomach had their 
origin in certain nervous and spastic changes in the 
gastric blood vessels. Although there have been nu- 
merous contributions on the origin of gastric ulcera- 
tion, he still believes that this condition finds its 
origin in certain unexplainable alterations in the 
sympathetic nervous system. This does not presup- 
pose a simple imbalance between the craniosacral 
and the thoracolumbar outflows, for he states that 
he has never observed any person who might truly 
be classed as a parasympathicotonic individual. 

Furthermore, he cites the work of Cushing and 
others who have observed gastric ulceration follow- 
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ing manipulation in the midbrain. He also cites the 
work of his coworker, Kauffman, who was able to pro- 
duce gastric ulceration by the subcutaneous injection 
of certain proteins into the back of a dog. The effects 
which Rosenow was able to produce on the basis of 
the theory of focal infection, he believes, were due to 
its effect on the nervous elements of the gastric wall. 
He explains that the lesser curvature of the stom- 
ach is most frequently affected by ulceration, not be- 
cause of the course of the “‘Magenstrasse,’’ but be- 
cause of the difference between the vascular and 
nervous distributions in the stomach. The discussion 
is followed by a citation of various cases in which 
ulceration has followed certain psychological ex- 
periences. One of the patients showed recurrences 
with definite psychological trauma, and therapeutic 
results were obtained by the alteration of the situa- 
tion. Wittram C. Beck, M.D. 


Surgical Methods in the Treatment of Gastroduo- 
denal Ulcers (Métodos quirirgicos para mejorar 
los resultados en el tratamiento de las alceras gastro- 
duodenales). Ricarpo LozaNo Besa. Rev. espan. 
enferm. ap. digest., 1948, 7: 704. 

In 324 cases of nonperforated gastrojejunal ulcer, 
subtotal gastric resection was done. Of these ulcers, 
63 per cent were gastric, 37 per cent were duodenal, 
and 1.8 per cent were jejunal. The surgical mor- 
tality in the first 100 cases was 12 per cent, while 
in the last 100 it was 2 per cent. Recurrence of the 
ulcer took place in only 2 cases. 

WituiaM E. Ricketts, M.D. 


Surgical Methods in the Treatment of Gastro- 
duodenal Ulcers (Métodos quirargicos para me- 
jorar los resultados en el tratamiento de las dlceras 
gastroduodenales). J. Soter-Roic. Rev. espan. en- 
ferm. ap. digest., 1948, 7: 749. 

The author found that subtotal gastrectomy con- 
tinues to be the elective treatment for noncompli- 
cated gastroduodenal ulceration. Recurrence of the 
ulcer was observed in 2 per cent of 315 gastrecto- 
mized patients. Forty patients were subjected to 
vagotomy, and in 19 of these it was done trans- 
thoracically. In 1 patient an anastomotic ulcer re- 
curred. The author does not include evidence in 
this case that the vagotomy was complete. 

Vagotomy plus gastrectomy is advised when there 
is gastric retention due to deformity or stenosis in 
the duodenum. The postoperative symptoms after 
vagotomy, such as diarrhea, anorexia, and distention 
of the stomach, were easily controlled by treatment. 

WitiraMm E. Ricketts, M.D. 


Surgical Methods in the Treatment of Gastroduo- 
denal Ulcers (Métodos quirargicos para mejorar los 
resultados en el tratamiento de las dlceras gastro- 
duodenales). R. VARA L6pEz. Rev. espan enferm. ap. 
digest., 1948, 7: 575. 

The author reports a series of 531 gastric opera- 
tions for peptic ulcer. Twenty-eight gastroenterot- 
omies were done with a mortality in 5 cases. The 
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cause of death in these cases was as follows: gastric 
tetany (1), perforation (1), pneumonia (2), and an 
unknown cause (1). Subtotal resection of the 
stomach was carried out in 503 cases with a mor- 
tality in 67. The localization of the ulcer was in 
the stomach in 43.3 per cent of the cases, in the 
duodenum in 52.1 per cent, and in the jejunum in 
2.6 per cent. 

The mortality in subtotal gastrectomy varied 
considerably with the modern surgical improve- 
ments in techniques as well as with preoperative 
and postoperative care. While the mortality in 
1934 was above 1o per cent, there were no fatal 
cases in 1947 and 1948. The most frequent causes 
of death were peritonitis and upper respiratory in- 
fection. Witt1am E. Ricketts, M.D. 


Partial Gastrectomy for Peptic Ulcer. T. W. Mix- 
priss and St. J. M. C. Birt. Brit. M.J., 1948, 2: 
1095. 

This series consists of 248 patients who had under- 
gone partial gastrectomy for peptic ulcer. An at- 
tempt was made to assess the merits of four types 
of anastomosis. Type I was an end-to-side anasto- 
mosis with an antecolic proximal loop attached to the 
greater curvature. Type II was an end-to-side anas- 
tomosis with a long antecolic proximal loop at- 
tached to the lesser curvature with a valve and a 
small stoma. Type III was an end-to-side anasto- 
mosis with a short postcolic proximal loop attached 
to the lesser curvature with a small valve and a small 
stoma. Type IV was an end-to-end anastomosis of 
the Billroth I type joining the duodenum to the 
greater curvature of the stomach. 


The overall mortality for this series was 2 per cent. - 


In the main, the patients who have had a partial gas- 
trectomy for ulcer are satisfied. Seventy-three per 
cent are symptom-free and 22 per cent have slight 
symptoms which are not severe enough to make 
them dissatisfied. Approximately 5 per cent either 
have a poor functional result or are dissatisfied. Anal- 
ysis of the cases whose results are listed as fair or 
poor led to three conclusions: (1) that pain of the 
ulcer type is most unusual, and in the patients fol- 
lowed by the authors no anastomotic ulcers have 
been proved; (2) that the departure from a normal 
digestion is due to the incidence of what is described 
as “side effects’’ or postcibal distress. The symptoms 
of which the patients complain are nausea and, less 
often, vomiting, a feeling of distention, lassitude, 
sweating, and attacks of diarrhea. These come on at 
varying periods during or after a meal; (3) that fats 
and fried food are the articles of diet most likely to 
cause trouble. 

The more troublesome and chronic the original 
ulcer, the more tolerant is the patient of minor func- 
tional disturbances in his postgastrectomy result. 

Anastomosis of the afferent loop to the greater 
curvature leads to a high incidence of proximal loop 
filling. There is nothing to choose between the func- 
tional results of the other three anastomoses em- 
ployed. The long proximal loop needed in the 
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antecolic operation is more likely to lead to complica- 
tions than the short proximal loop used in the retro- 
colic operation. The Billroth I anastomosis is 
probably the safest of all as it has no afferent loop. 
Because of the risk of stenosis, this is not a suitable 
anastomosis after gastrectomy for duodenal ulcer. 
In this series there is no evidence to support the 
view that gastrectomy for duodenal ulcer gives 
worse results than for gastric ulcer. Eighty per cent 
of operations for duodenal ulcer were ‘classified as 
good as opposed to 58 per cent for gastric ulcer. 
HArRo_tp LAurMan, M.D. 


Neurogenic Tumors of the Stomach. R. L. CANNEY. 
Brit. J. Surg., 1948, 36: 139. 


Benign tumors of the stomach are rare. The two 
types of benign nerve sheath tumors that occur in the 
stomach are the neurilemmoma and the neuro- 
fibroma. The former is usually solitary and is but 
rarely associated with von Recklinghausen’s disease; 
the latter, however, is frequently multiple and is 
most often associated with von Recklinghausen’s 
disease. Any of the characteristic stigmata of von 
Recklinghausen’s disease, such as cutaneous nodules, 
pigmented areas in the skin, mental deficiencies, or 
skeletal changes, may be present in the individual 
case. 

Apart from the usual association with von Reck- 
linghausen’s disease, the distinction between the two 
types of tumor is entirely a histological one, de- 
pending largely on a relative preponderance of 
fibrous tissue. The distinction, however, is not en- 
tirely academic since the neurilemmoma has a much 
greater tendency toward malignant degeneration 
than does the neurofibroma. 

Sarcomatous changes in the neurilemmomas are 
not infrequent. The differentiation between benign 
and malignant tumors may not be easy and depends 
largely on the cellulosity of the tumor and the 
presence of infiltration of the gastric wall. Generally, 
the tumors tend to remain locally malignant for long 
periods and metastasize only in the latestagesso that 
the prognosis even in the malignant form of the dis- 
ease is good. 

The tumors are usually small (less than 6 cm. in 
diameter), solid, sometimes lobulated, and attached 
to the gastric wall by a broad base although they 
may be pedunculated. The mucous membrane 
covering the tumor is vascular and often ulcerated. 
A characteristic feature is the deep punched out 
ulceration on the surface of the tumor which accounts 
for the characteristic niche seen on the roentgen film. 

There are no characteristic features which dis- 
tinguish these tumors clinically. The symptoms will 
depend to a certain extent on the position and situa- 
tion of the tumors in the gastric wall. Hemorrhage, 
the most common symptom, is usually considerable 
and occurs at intervals, the patient being well in the 
intervening periods but with a steadily progressive 
anemia. The tumor when situated near the pylorus 
tends to become pedunculated and to prolapse 
through the lumen, which gives rise to recurrent 
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abdominal pain and vomiting. On clinical examina- 
tion there are few signs of significance that are 
usually detected except possibly the presence of a 
palpable abdominal mass. The patients are in good 
general health and if a benign tumor of the stomach 
is suspected, they should be examined carefully for 
the presence of von Recklinghausen’s disease. 

In the absence of von Recklinghausen’s disease, 
the final diagnosis in these cases will probably not be 
made until microscopic examination of the tumor 
has been performed, although its presence may be 
suspected. If a tumor is suspected from the clinical 
examination, the patients should certainly be sub- 
jected to laparotomy, especially in view of the possi- 
bility of malignant changes. Wide surgical excision 
is advisable although local excision may be prefer- 
able for small tumors. Partial gastrectomy will 
usually be necessary, the extent of the resection 
depending upon the size and location of the tumor. 
With such treatment the prognosis is excellent even 
in patients in whom malignant changes have occurred. 

OrviL_te F. Grimes, M.D. 


Argentaffinoma of the Gastrointestinal Tract. 
Dovuctas R. K. Rew. Brit. J. Surg., 1948, 36: 130. 


Approximately 85 per cent of argentaffinomas oc- 
cur in the ileocecal region, and of these the great 
majority are found in the appendix. They are found 
with decreasing frequency in the ileum, jejunum, 
duodenum, colon, and stomach. 

In the small bowel, a purely submucous tumor 
may be sessile or polypoid. When it invades the 
muscle coats, a highly characteristic feature consists 
in buckling of the bowel wall with resulting invagina- 
tion of the tumor toward the lumen. This distortion 
is due to contraction of the fibrous and abundant 
elastic tissue of the stroma, especially in the subperi- 
toneal coat, and it constitutes the mechanism where- 
by even very small carcinoids may produce intestinal 
obstruction. The growth may assume an annular 
form, although it does not, as a rule, completely en- 
circle the bowel wall. This type produces obstruction 
partly by stenosis and partly by buckling. Intus- 
susception has resulted from the presence of a poly- 
poid tumor, and in other cases obstruction has been 
the result of adhesions of coils of bowel in the vicinity 
of a carcinoid, particularly when this has invaded the 
mesentery. 

All argentaffinomas have the microscopic picture 
of carcinoma simplex, and in all, whether benign 
or malignant, the cellular features are constant. 
Therefore, it is not always possible to distinguish the 
benign and the malignant forms on the basis of 
histology alone. It is probably sound to regard all 
carcinoids as at least potentially malignant and to 
classify them according to their behavior as localized, 
invasive, or metastasizing. Malignancy in the form 
of local invasion of the mesentery or of actual metas- 
tases is extremely rare in the appendicular carcinoid. 
Extra-appendicular tumors, however, which occur 
at a later period in life, are much more prone to dis- 
play obvious malignancy. 
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Metastasis takes place chiefly to the lymph nodes 
of the mesentery, of which one or many may be in- 
volved. Secondary deposits have been found in the 
liver, and in a few instances in the retroperitoneal 
tissues, lung, pleura, brain, spinal meninges, pan- 
creas, and inguinal lymph nodes. Both primary and 
secondary tumors grow very slowly, and cases are 
on record in which secondary deposits have been 
observed over periods of years without apparent 
progression. 

Recurrent attacks of colicky pain and vomiting 
associated with a history of flatulent dyspepsia con- 
stitute a common set of symptoms. Bleeding from 
the bowel is uncommon because of the infrequency 
of ulceration, but diarrhea is a constant and unex- 
plained symptom. 

The treatment of benign argentaffinomas requires 
no special consideration in that local excision is ade- 
quate. In the malignant form, the extremely slow 
growth of both primary and secondary tumors justi- 
fies strenuous efforts at complete extirpation, yet at 
the same time it condones, in poor risk patients, 
measures which would be regarded as incomplete and 
ill-advised in the treatment of adenocarcinoma. Thus, 
excision of the primary tumor is not necessarily con- 
traindicated by lymph node, peritoneal, or even 
hepatic metastases. OrvILLE F. Grimes, M.D. 


Distribution of Gastric Changes Accompanying 
Gastric Cancers in Various Locations. LEwis 
W. Gruss and Frep W. Stewart. Arch. Surg., 
1948, 57: 624. 

This report considers the importance of the varia- 
tions of location in the distribution of gastritis. Many 
authors have reported the finding of pangastritis in 
all specimens of gastric cancer and antral gastritis in 
the large majority of gastric and duodenal ulcers. 
Cancers arise most commonly in the pyloric area 
and are more frequent at this site in younger persons. 
The degenerative changes of chronic atrophic gastri- 
tis are thought to be much more pronounced in the 
pyloric gland area, especially along the lesser curva- 
ture of the body of the stomach, and to be more or 
less absent along the greater curvature of the body 
and in the cardiac portion of the stomach. They have 
already been proved to increase in amount and in- 
tensity with advancing age. 

The authors attempt to answer the following ques- 
tions: 

1.Is there a differential distribution of chronic 
atrophic gastritic changes present in the gastric muc- 
osas of persons within the age range for gastric 
cancer? 

2. Does cancer of one portion of the stomach de- 
velop earlier than that of any other portion? 

3. Is there any difference in the distribution and 
intensity of the gastritic changes apparent in carci- 
nomas of the various portions of the stomach, or is 
the “pangastritis’”’ of carcinomatous mucosas a fact? 

4. What gastritic changes appear consistently in 
association with peptic ulcers (a) of the duodenum, 
(b) of the pyloric area, and (c) of the fundus? 
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5. Do the changes found in “ulcer stomachs”’ vary 
significantly from those found in “cancer stomachs,” 
and in a control series of “normal stomachs” from 
persons in the same age range? 

This study is based upon observations of normal 
stomachs (48) in the cancer age range, carcinomas 
arising in the pylorus (92), carcinomas of the fundus 
(67) excluding the“ surgical cardia”, carcinomas of the 
“surgical cardia” (46), duodenal ulcers (32), peptic 
ulcers of the pyloric area (19), and peptic ulcers of 
the fundus gland area (20). The pertirtent factors 
studied were mucosal thickness, the type of glands 
and constituent cells with reference to location with- 
in the stomach, the number and size of lymphoid 
aggregates and follicles, the amount of leucocytic in- 
filtrate, the amount of intestinal metaplasia, and 
the amount and degree of dedifferentiation of spec- 
ialized glands (pyloric gland heterotopia). 

The mean age and the mean mucosal thickness in 
millimeters of the various group are given in Table I. 

The mean age of the patients with duodenal ulcer 
was found to be significantly less than that of all the 
others. Cancer does not tend to develop at an earlier 
age in one specific part of the stomach than in the 
other parts. No significant differences were found 
in the mean thickness of the pyloric and fundic mu- 
cosas in the various conditions. 

Examination of the control group of 48 normal 
stomachs from persons dying in the gastric cancer 
age range (from 40 to 79 years) showed that there 
was a low mean incidence of intestinal metaplasia, 
and dedifferentiation of specialized glands, with no 
significant difference in the amount found in the 
pyloric and fundus gland area. There was a slight to 
moderate amount of leucocytic infiltrate and lymph- 
oid aggregates present in the same group, with a 
definitely decreased amount present in the fundus as 
compared to the pyloric area. 

The average gastric mucosa of normal persons 
reaching the gastric cancer age measures around 
1.00 mm. in thickness. There is a slight amount of 
intestinal metaplasia and glandular dedifferentia- 
tion scattered evenly over the pyloric and fundus 
areas. The only difference between the fundus and 
pyloric areas is that the amount of leucocytic infil- 
trate and lymphoid aggregates, small in the fundus 
area, is slightly but significantly increased in the 
pyloric area. This makes necessary the assumption 
that chronic atrophic gastritis occurs with equal fre- 
quency and intensity in the pylorus and fundus of 
persons in the gastric cancer age range. 

The distribution of carcinomas in this study is 
interesting because it shows 98 carcinomas of the 
pylorus and 113 carcinomas of the fundus (including 
the cardia). Formerly pyloric carcinomas were listed 
as being more frequent, probably because the major- 
ity of cardiac carcinomas were considered inoper- 
able. These new figures based on a series of resected 
stomachs reflect the extension of operability of gas- 
tric carcinomas by the addition of total gastrectomy 
and transthoracic cardiectomy to the older pro- 
cedures. ; 
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TABLE I.—MEAN AGES AND MEAN 
MUCOSAL THICKNESSES 








Mean Mucosal 


N oe Thickness, Mm. 
o! eS ee 


Cases 


Group 


Pylorus | Fundus 





. Control 48 54.2 1.05 1.09 





. Cancer of pyloric area 92 58.5 0.04 0.99 





. Cancer of fundus 67 56.5 1.00 





. Cancer of cardia 46 58.3 0.95 





. Duodenal ulcer 32 45.0 1.04 





. Pyloric area ulcer 19 57.2 0.91 1.06 

















. Ulcer of fundus gland area 20 55.7 1.02 0.096 





The presence of a carcinoma in the stomach, either 
pyloric or fundic, was associated with a moderate 
significant increase in intestinal metaplasia and 
glandular dedifferentiation. The intensity of the 
changes present in the pylorus and the fundus was 
essentially the same although the amount of leu- 
cocytic infiltrate and lymphoid aggregates present 
in the pyloric area was not increased by the presence 
of cancer in either the pylorus or the fundus; how- 
ever, the amount of infiltrate in the fundus (low in 
the control group) was so increased that the amounts 
were essentially the same in both areas (Table ITI). 
The degenerative and inflammatory changes are 
severe in the mucosa surrounding any gastric lesion. 

In the 48 cases of carcinoma of the cardia, the py- 
loric mucosa showed the same moderate significant 
increase in intestinal metaplasia and the same lack 
of increase in the amount of infiltrate and lymphoid 
aggregates as in cases of carcinoma of the prepyloric 
and fundus areas. However, the slight increase in 
metaplasia, glandular dedifferentiation, leucocytic 
infiltrate and lymphoid aggregates which occurred 
in the fundus in the presence of carcinoma of the 


TABLE IIl.—MEAN AMOUNTS! OF METAPLASIA 
AND DEDIFFERENTIATION, WITH STANDARD 
DEVIATIONS 








Pylorus Fundus 





Number 
| se | SE | en a 
r ar 
Devia- Mean Devia- 
tion tion 


Cases Mean 





. Control 48 4-33 2.96 3-68 | 4.31 


6.28 





. Cancer of pyloric area 92 14.46 10.98 | 8.22 





. Cancer of fundus 67 11.02 5.92 10.59 | 6.15 





13.01 4.62 6.06 5.98 





. Ulcer of duodenum 32 5.74 2.65 1.59 | 0.53 





. Ulcer of pyloric area 19 8.89 | 3.07 3.08 | 1.50 




















A 
B 
Cc 
D. Cancer of cardia 46 
E 
F 
G 


. Ulcer of fundus glandarea| 20 10.22 | 3.70 9.60 | 4.05 


1Graded on an arbitrary scale of o, denoting complete absence, to 24, 
representing the maximal change possible. 
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TABLE III. —MEAN AMOUNTS! OF INFILTRATE AND 
LYMPHOID AGGREGATES, WITH STANDARD 
DEVIATIONS 





Pylorus Fundus 








Sard dard 

r 

Devia- Mean Devia- 
tion tion 


Stan- 
Mean 





. Control 15.39 | 15.20 9.58 Ss 73 





. Cancer of pyloric area 18.34 | 3.66 17.52 | 9.16 





. Cancer of fundus 16.16 | 4.15 17.24 | 6.09 





. Cancer of cardia 15.07 | 4.46 | 12.08 | 7.30 





. Ulcer of duodenum 21.52 | 3.80 4-33 | 3-20 





. Ulcer of pyloric area 25.98 | 3.81 10.00 | 5.36 




















QO} BSB S| ol al] e| > 


. Ulcer of fundus gland area! 21.85 18.40 | 7.26 


1Graded on an arbitrary scale of o, Gentine complete absence, to 36, 
representing the maximal change possibl 
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cardia (the mucosal area nearest the carcinoma) was 
not significantly increased when compared with the 
amount found in the control group, and was signifi- 
cantly less than the amount found in the presence of 
carcinoma of the fundus. 

One concludes then that there is chronic atrophic 
gastritis of moderate degree throughout the stomach 
harboring a cancer in any location except that when 
the carcinoma is in the cardia the changes are less 
notable in the fundus. 

The group of 32 patients with duodenal ulcer 


showed no increase in intestinal metaplasia or gland- 
ular dedifferentiation as compared with the control 


group; in fact, there was a consistent decrease in 
metaplastic changes in the fundus although this 
decrease was not statistically significant because of 
the small number of specimens studied. There was a 
definite increase in the amount of leucocytic infil- 
trate and lymphoid follicles in the pyloric area in this 
group, but there was, again, a significant decrease in 
these factors in the fundus. The presence of a duo- 
denal ulcer appears to have little or no association 
with degenerative changes in the gastric mucosa. 

In the group of stomachs harboring a peptic ulcer 
in the prepyloric area there was a significant moder- 
ate increase in the amount of intestinal metaplasia, 
leucocytic infiltrate, and lymphoid aggregates 
limited to the pyloric mucosa as compared with 
stomachs from the control group. In a comparison 
of the prepyloric ulcer group with the duodenal ulcer 
group, the only real difference found was an increase 
in the infiltrate in the fundus, which was sufficient to 
bring it up to the control level. The presence of a 
prepyloric ulcer, then, is associated with mild atro- 
phic gastritis and gastric changes near the ulcer. 

The group of 20 stomachs with ulcer in the fundus 
gland area presented a radically different picture. 
Here there was a significant moderate increase in in- 
testinal metaplasia, glandular dedifferentiation, leu- 
cocytic infiltrate, and lymphoid aggregates in ‘both 
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parts.of the stomach as compared with the control 
group. These changes were so pronounced that the 
mucosas of the group could not be distinguished 
from those of the pyloric and fundic cancer groups. 
The presence of a peptic ulcer in the fundus gland 
area of a stomach is therefore associated with a gen- 
eralized chronic atrophic gastritis of moderate de- 
gree, essentially the same as in the cancer groups. 
ERNEST D. BLOOMENTHAL, M.D. 


One Thousand Resected Stomachs (1,000 resezierte 
Magen). HrerMAN Roer. Chirurg, 1948, 19: 447. 

Histologic sections from 1,000 resected stomachs 
were studied. In the majority of cases the macro- 
scopic diagnosis of ulcer was proved by histologic 
study; in others the macroscopic diagnosis of carci- 
noma was proved. In a small number of cases the 
macroscopic diagnoses presented difficulties and in 
these a diagnosis of carcinoma had to be ruled out. 
The histologic diagnosis in the 1,000 cases was as 
follows: ulcer, 871 cases and carcinoma, 129 cases. 

Of the 871 ulcers, 41.5 per cent were gastric and 
56.3 per cent were duodenal ulcers; 2.2 per cent of 
ulcers were both gastric and duodenal. Eighty-eight 
per cent of patients were males and 12 per cent were 
females. Fifty-four per cent of duodenal ulcers oc- 
curred in patients from 30 to 45 years of age and 67 
per cent of gastric ulcers occurred in patients from 
35 to 55 years of age. 

Of the 129 cases of carcinoma, 7 per cent were 
found to be ulcer-carcinomas. Seventy-seven per 
cent of carcinomas occurred in patients between the 
ages of 51 and 70 years of age, the peak lying between 
the ages of 51 and 60 years. Seventy-two per cent of 
patients with carcinoma were males and 28 per cent 
were females. Joun L. Linpguist, M.D. 


Appraisal of Oral Streptomycin as an Intestinal 
Antiseptic, with Observations on Rapid Devel- 
opment of Resistance of Escherichia Coli to 
Streptomycin. Joun S. Lockwoop, ALFRED D. 
Younc, McLEMORE BOUCHELLE, THOMSON R. Bry- 
ANT, JR., and ALFRED J. Stojowski. Amn. Surg., 
1949, 129: 14. 

Twenty-four cases of large bowel lesions of various 
types were studied. Careful bacteriological exami- 
nations were made of stools for the coliform group, 
the intestinal streptococci, and the clostridia. Vari- 
ous groups were compared, one receiving 0.25 gm. of 
streptomycin every 6 hours; one, 1.0 gm. every 6 
hours; and one, 1 gm. of sulfathaladine plus 0.25 gm. 
of streptomycin every 6 hours. 

With 1 gm. of streptomycin per day, 47.7 per cent 
of cases showed no response in the Escherichia coli 
colony counts, and 52.3 per cent showed a significant 
response; in the streptococci group, 87.7 per cent 
showed no response. In the clostridia group, 38.9 
per cent showed no significant response, 22.2 per cent 
showed a temporary reduction in the colony count, 
and 38.9 per cent a prolonged reduction. 

There was no significant difference between the 
group receiving 1 gm. of streptomycin in 24 hours 
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and in the group receiving 4 gm. Likewise, although 
the series was small, the addition of sulfathaladine 
did not improve the results. 

It has been reported that lowering the bacterial 
count with streptomycin may lower the prothrombin 
time. This was not confirmed, except by a very slight 
prolongation of prothrombin time in several of the 
cases. 

The maximum effect of the streptomycin varied 
in the cases which showed response. For Escherichia 
coli, the maximum effect was between the second and 
fourth days, and for the clostridia group the maximum 
effect of streptomycin was between the second and 
seventh days. Following the maximum effect, there 
was a rapid return to the pre-treatment level in most 
cases. 

None of the toxic effects that occur with parenteral 
streptomycin were observed with oral streptomycin. 

The Escherichia coli group were investigated with 
relation to the development of resistance to strepto- 
mycin which begins within 48 hours of beginning 
treatment. Prior to treatment the isolated Escheri- 
chia coli group were sensitive to, and completely in- 
hibited (except in one case) by 19 units of streptomy- 
cin per cubic centimeter. After treatment they be- 
came resistant to at least 156 units per cubic centi- 
meter, except in one case which required 6 days to 
become resistant. 

A prozone phenomenon was noted in which the 
treated Escherichia coli which were not inhibited by 
less than 156 units per cubic centimeter, and were 
inhibited by concentrations of 156 to 2,500 units per 
cubic centimeter would grow well when the strep- 
tomycin concentration was elevated further to be- 
tween 2,500 and 10,000 units per cubic centimeter. 
This is important in relation to stool assays of strep- 
tomycin on patients getting 1 gm. every 4 hours. 
The levels within 48 hours varied from 4,800 to 9,600 
units per gram of wet stool. 

FREDERICK C. HOEBEL, M.D. 


The Occurrence of the Gas Stoppage Sensation in 
Acute Obstruction of the Ileum. E. LAwRENCE 
KEYES. Surgery, 1949, 25: 47. 


In the present article, the author states that the 
onset of acute obstruction of the ileum is manifested 
by pain beginning in the middle of the abdomen, ac- 
companied by a downward urge, and persisting for 
hours, despite defecation. Pain of this type is 
characterized by a sensation of gas stoppage. After 
a period of hours, vomiting occurs and certain of 
these symptoms usually disappear. The author limits 
his study to the early hours of pain, prior to vomiting. 

The characteristics of the pain at onset are pre- 
sented as they appeared in the case histories of 6 
patients with acute obstruction cf the ileum. In 4 of 
the patients the obstruction arose internally, as the 
result of strangulating intraperitoneal bands or vol- 
vulus of the ileum; in 2 of the patients obstruction 
arose externally, in strangulated inguinal or femoral 
hernias. The ileum was found to be gangrenous at 
operation in 4 of the patients and resection of the 
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ileum was performed; in 2 of the patients the ileum 
was viable at operation. 

All 6 of the patients in this series had acute ob- 
struction of the ileum, evidenced by pain (epigastric, 
paraumbilical, hypogastric, or generalized) begin- 
ning in the midline of the abdomen, accompanied at 
first by a downward urge following enemas or laxa- 
tives, trips to the toilet, or defecation at an unusual 
time, and persisting despite defecation and enemas 
for an average period of 10 hours (the shortest, 114 
hours and the longest, 24 hours) before vomiting 
occurred. : 

The author believes that acute obstruction of the 
ileum should be suspected in all patients who have 
suffered pain of this description for as long as 8 hours 
when first seen, even though vomiting has not oc- 
curred. Obviously, no diagnostic aid such as auscul- 
tation, rectal digital examination, leucocyte counts, 
scout films of the abdomen, etc., should be neglected 
in making the correct and early diagnosis. 

Joun E. Kirkpatrick, M.D. 


The Surgical Aspect of Meckel’s Diverticulum. 
Joun K. OWEN and GEorcE G. FINNEY. South. M. 
J., 1949, 42: 98. 

One hundred and forty-three cases of Meckel’s 
diverticulum were collected from the records of the 
Johns Hopkins, the Union Memorial, and the Wom- 
en’s Hospitals in Baltimore. The anomaly was found 
more often in males in the ratio of 1.5 to 1.0. The 
average distance above the ileocecal valve was 48.8 
cm., the average length was 4.4 cm., and the average 
width at the base was 2.2 cm. Secondary diverticula 
were present in g cases. Usually the diverticula arise 
at the antimesenteric border, and in most cases a 
mesodiverticulum is present. 

The presence of heterotopic tissue in the diverticu- 
lum occurred 39 times, which was a third of the cases 
in which satisfactory sections were made. In 33 cases 
the tissue was gastric mucosa, in 3 duodenal mucosa, 
in 2 pancreatic tissue, and in 1 case colonic mucosa. 

Pathologic changes had occurred in the diverticula 
of 49 patients, of which about two-thirds were males. 
The most common pathologic change was inflamma- 
tion, which was present in 44 cases, and in 20 of these 
there were associated adhesions.. Of the cases in 
which heterotopic gastric tissue was present approxi- 
mately half showed pathologic changes. 

Sixteen patients had ulceration in the diverticu- 
lum, and, in 6 of these, hemorrhage occurred. When 
ulceration occurs it usually is found within the diver- 
ticulum; however, in 1 case the site of the ulcer was 
in the ileum. In 12 of the 16 diverticula in which 
there was an ulcer, gastric mucosa was present. Ul- 
ceration also occurred in 4 diverticula in which there 
was no gastric mucosa. 

Perforation occurred 11 times, the point of perfora- 
tion usually being within the diverticulum and ad- 
jacent to its neck. However, in 1 case the perforation 
occurred in the ileum. 

According to most authors the commonest symp- 
tom of a diseased Meckel’s diverticulum is the pas- 
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Fig. 1 (Owen, Finney). Open technique of Meckel’s diverticulectomy. 


sage of bright red blood in the stool. However, in 
the author’s series of 49 diverticula in which disease 
was present, only 9 patients had a history of the 
passage of fresh blood. As a rule, when blood is 
present it is not mixed with mucus, a sign which dif- 
ferentiates the condition from acute intussusception. 

Thirty-three of the authors’ patients complained 
of abdominal pain. Often the pain had its origin in 
the periumbilical region, as a colic or a gnawing ache 
similar in character to that of a duodenal ulcer. The 
pain was usually not relieved by food intake and had 
no relation to meals. 

In cases in which the diverticulum was sympto- 
matic its location was usually from 50 to 60 cm. 
above the ileocecal valve, whereas in the asympto- 
matic cases its location was usually near the ileocecal 
valve. 

The correct preoperative diagnosis was made only 
7 times. X ray studies offer no help, and in the 15 
cases in which studies were made there was no x-ray 
evidence of a diverticulum. 

The surgical procedures used in treating these 
diverticula were as follows: routine appendectomy 
technique in 65 cases; clamp technique with Connell 
closure in 35 cases; open technique in 14 cases; par- 
tial resection with end-to-end anastomosis in 8 cases; 
and inversion of the diverticulum through a purse- 
string suture in 1 case. 

The authors emphasize that the technique of 
treating a Meckel’s diverticulum like an appendix 
by ligating its base, amputating it, and inverting the 
stump is applicable only to diverticula that have a 
narrow neck. Objections to the technique include 
the leaving behind of an island of gastric mucosa 
which may perforate or ulcerate, the possibility of 
intestinal obstruction from encroachment of the 
mass of ligated tissue beneath the purse-string suture 
upon the lumen of the small intestine, the possibility 
of the stump’s acting as the leading point for an 
intussusception, and the danger of postoperative 


hemorrhage from inadequate control of the copious 
blood supply in the wall of the stump. 

The authors describe a method of resecting the 
diverticulum which obviates these objections. It is 
an open technique applicable particularly to those 
cases in which the mouth of the diverticulum is large. 
They have used the method in 14 cases with no 
complications (see Fig. 1). 

FREDERICK W. Preston, M.D. 


Procedures Used in the Treatment of Complicated 
Fistulas. Donatp R. Larrp. Am. J. Surg., 1948, 
76: 701. 

A description is given of four procedures useful in 
the management of complicated fistulas-in-ano, and 
a discussion of the general principles involved is pre- 
sented. 

Before surgery, careful inquiry into the bowel 
habits of the patient may account for the difference 
between a good and a bad result. For example, a 
patient who passes frequent loose stools and who 
does not have well developed anal sphincter muscles 
would be a poor risk for a contemplated incision of 
the anal sphincter. Conversely, if a patient is in- 
clined to be constipated and passes large well formed 
stools, incision of a large portion of the anal sphincter 
fibers may be performed without much risk that con- 
trol of the gas and feces will be impaired. When 
extensive incisions of the anal sphincter are necessary 
the least serious loss of control occurs when the 
incision is made through the posterior portion of the 
anal musculature, while the greatest loss of control 
is produced when the anal sphincters and transverse 
perineal muscles are incised anteriorly. This is true 
especially in women. 

The four procedures outlined are: 

1. The mucosal flap operation in which the flap 
of skin, rectal mucosa, submucosa, and circular 
fibers of the anorectal wall are dissected upward. 
The fistulous openings are closed with sutures after 
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the margins of the openings have been trimmed free 
from epithelium. This procedure is successful in 
patients who have relatively thick rectovaginal septa 
and rectovaginal openings 1 cm. in diameter or less. 
2. The muscle plug procedure is advocated in pa- 
tients who have thin-walled, relatively avascular, rec- 
tovaginal septa, and rectovaginal openings over 1 cm. 
in diameter. A living muscle flap of rectal wall muscle 
is drawn from the rectum through the rectovaginal 
opening and held by sutures placed in the vagina. 
3. Mobilization of the rectum for combined recto- 
vaginal and rectourethral fistulas is performed by 
dissecting an anterior skin flap and continuing it up 
into the rectum over the anterior three-fourths of 
the anorectum until it is well above the insertion of 
the levator ani muscles before the full thickness of 
the rectal wall is penetrated. In males the margins 
of the proximal rectum are grasped by forceps and 
the rectal wall is freed from the prostate and seminal 
vesicles by sharp dissection. Dissection is then con- 
tinued laterally as high as possible. After the rectum 
has been mobilized as completely as possible the 
bladder and prostatic epithelium which had grown 
into the defect is trimmed away and the defect is 
closed by interrupted sutures. This procedure of 
mobilization of the rectum and the removal of a seg- 
ment has been used successfully for rectal prolapse 
accompanied by carcinoma and for extensive adeno- 
matous hyperplasia involving the entire lower rectum. 
4. The operation for relaxed sphincters involves 
the dissection of a rectangular flap of skin past the 
anal verge. Sutures are then placed in the area of the 
separated musculature and perineal body. The viable 
flap of anal mucosa prevents rectal discharges from 
infecting the deeper parts of the sulcus. The skin is 
not closed. Harotp LaurMan, M.D. 


The Etiology of Chronic Ulcerative Colitis (El prob- 
lema etiolégico de la colitis ulcerosa grave). M. 
JosESA Fiertas. Rev. As. méd. argent., 1948, 62: 638. 


A very interesting study was made of the fecal 
bacterial flora in 25 cases of chronic ulcerative colitis. 
In 13 cases a monomicrobian infection was found; 
in 6 cases atypical enterococcus (Bargen’s type) was 
found; in 2 cases bacillus coli; and in 1 case each, 
espiroquete type ‘‘eurigyrate,’’ enterococcus, and 
hemolytic streptococcus. A plurimicrobian infection 
was found in 12 cases. 

The use of vaccines, made from bacteria obtained 
from feces, was followed by good clinical results in 
83 per cent of 13 cases, and an endoscopic ‘“‘cure”’ in 
58 per cent of the cases. There was an 81 per cent 
improvement of the roentgenologic signs of the dis- 
ease. WILLIAM E. Ricketts, M.D. 


Surgical Treatment of Nonspecific Ulcerative Coli- 
tis. WALTER A. FANSLER and Howarp M. Fryk- 
MAN. Am. J. Surg., 1948, 76: 713. 

Surgery in idiopathic ulcerative colitis may be in- 
dicated in either the acute or chronic phase of the 
disease. At the present time there is no yardstick 
which will definitely indicate when to abandon con- 
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servative measures and resort tosurgery. This point 
varies with individual opinion and experiences, but 
it seems obvious that the more recent trend is toward 
earlier surgical intervention. The operations found 
most useful are (1) ileostomy alone, (2) ileostomy 
with complete colectomy, with or without removal 
of the rectum, (3) partial or complete colectomy 
with anastomosis of the ileum to the remaining seg- 
ment of the colon or rectum, and (4) vagotomy. 

Of particular interest is the operation of trans- 
thoracic vagotomy, originally performed by Dennis, 
of Minnesota. Four patients in the present series 
were subjected to this operation. These patients had 
a history of the disease process varying from 8 to 19 
years with numerous remissions and exacerbations. 
In one case there had been a complete remission for 
almost 10 years. Vagotomy was done in each case 
during a period of acute exacerbation which did not 
respond to medical management. All of the patients 
showed typical x-ray changes with ulceration of the 
mucosa, shortening of the colon, and loss of haustra- 
tions. To date, 3 of these patients have shown 
marked improvement in their condition after years 
of prolonged illness. All have had a gain in weight 
with improvement in their general health. One pa- 
tient showed a completely healed rectum and distal 
sigmoid colon 3 months after surgery. Considerable 
scarring was evident but the colonic mucosa was 
otherwise pale and normal throughout. Two of 
these patients still showed patchy granular areas, 
but each examination revealed a more advanced 
stage of healing. The patient who showed the least 
improvement hada 17 yearhistory of ulcerative colitis. 

Although the observation period is still rather 
short, it would appear that vagotomy is of definite 
value in the acute fulminating type of ulcerative 
colitis, especially since it is in this type that the 
highest operative mortality had been encountered 
with the use of emergency ileostomy. 

Haroip LAurMan, M.D. 


Surgical Treatment of Chronic Ulcerative Colitis 
(La cirugia en la colitis ulcerosa grave). Oscar E. 
Napp. Rev. As. méd. argent., 1948, 62: 634. 


Napp discusses the difficulty of deciding which 
cases of chronic nonspecific ulcerative colitis should 
be considered for surgical treatment by ileostomy or 
colectomy. Several very interesting cases are pre- 
sented, with reports of the results of surgical manage- 
ment in this disease. 

The author concludes (1) that ordinarily chronic 
ulcerative colitis is not a surgical disease, (2) that 
operation is indicated only in the presence of com- 
plications of the disease and for “‘intractable’’ cases 
under medical treatment, and (3) that the elective 
operative procedure is a terminal ileostomy. 

WItt1Am E. Ricketts, M.D. 


Malignant Tumors of the Colon and Rectum. R. 
W. PostLetHwalit. Ann. Surg., 1949, 129: 34. 

This study comprises 441 patients observed during 

the 15 year period from 1931 to 1945 at Duke Hospi- 
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tal, Durham, North Carolina. Many facts worth 
noting are pointed out or re-emphasized. 

Twenty and four-tenths per cent of the group had 
a family history of malignant tumor. Many of the 
patients had had previous operations following the 
onset of their symptoms. Hemorrhoidectomy or in- 
jection of hemorrhoids had been performed in 9 per 
cent of cases with existing rectal or rectosigmoid 
lesions. The average duration of symptoms was 8.7 
months, which agrees closely with other studies. 

The lesions were divided into three groups: cecum 
through hepatic flexure as right colon; transverse 
colon through sigmoid as left colon; and rectosigmoid 
and rectum as the third group. Acute obstruction 
was present in 7 per cent of the right colon and in 5 
per cent of the left colon but intestinal obstruction, 
manifested slowly, was observed more frequently in 
lesions of the left colon. 

Changes in bowel habits and stool were present in 
all patients, but the most noticeable changes were 
in the rectum and rectosigmoid; obstructive symp- 
toms in patients in this group were less common 
than in patients with lesions of the left colon. 

Although abdominal pain was the most frequent 
symptom in both groups of colonic lesions, it was 
only fifth most common in patients with tumors of 
the rectum and rectosigmoid. 

The average weight loss in all groups was about 
the same, and the total average loss was 25.6 pounds. 

Of 229 cases of rectal cancer, the lesion could be 
felt digitally in 222. Tenderness was present in ap- 
proximately a quarter of the cases of colonic cancer. 
A palpable mass was present in 69 per cent of pa- 
tients with lesions of the right colon and in 35 per 
cent of patients with lesions of the left colon. Dis- 
tention was greatest in the left colon, but was present 
in only 28 per cent of cases. 

Thirty-four per cent of lesions of the right colon 
had a hemoglobin of less than 90 gm. Stool examina- 
tions for occult blood, when made, were nearly al- 
ways positive. 

Roentgenographic examinations were positive by 
barium enema in 81 per cent of lesions of the right 
colon and in 88 per cent of lesions of the left colon. 

The most important factors in the determination 
of preoperative procedures were: (1) degree of ob- 
struction, (2) alterations of nutrition and chemical 
balance, and (3) concurrent disease. Attainment and 
maintenance of an empty bowel, both preoperatively 
and postoperatively, was considered the most im- 
portant single factor in the recovery of these patients. 

Operative procedures were quite varied but fol- 
lowed the common trends in colon surgery for the 
period studied. Resectability was slightly higher in 
white than colored patients and appreciably higher 
in the female than in the male. It was slightly 
greater in those under 60 years than in those over 
this age. With four exceptions, all resected lesions 
were adenocarcinoma. 

The postoperative mortality for all lesions dropped 
from 32 per cent from 1931 through 1935, to 16 per 
cent from 1935 through 1940, and to 13 per cent 
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TABLE I.—THE FIVE YEAR SURVIVALS FOR 
RESECTIONS PERFORMED 1931 THROUGH 1940 
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from 1941 to 1945. The mortality of 43 per cent for 
palliative procedures on the descending colon is by 
far the highest figure and far higher than the 25 per 
cent mortality for resections of rectosigmoid lesions 
which is 5 per cent higher than that for any of the 
other resected lesions. The mortality rate of 10.0 
per cent for lesions of the right colon is very low as 
compared to previous series covering earlier years. 

Peritonitis was the most common cause of death 
following operation. Thirty-five per cent of post- 
operative deaths were due to peritonitis. 

Five year survivals for the group operated upon 
from 1931 through 1940 are shown in the accom- 
panying table. FREDERICK C. HOEBEL, M.D. 


The Selection of Patients and Anastomotic Proce- 
dures for Carcinoma of the Rectum and Recto- 
sigmoid. R. Russett Best. Am. J. Surg., 1948, 
76: 654. 

The selection of patients for rectosigmoidectomy 
and anastomosis is dependent upon several factors: 
(1) one should be hesitant about attempting anas- 
tomosis and favor the abdominoperineal excision in 
very obese, heavy set individuals, and (2) in all poor 
risk patients one should favor colostomy and poste- 
rior excision or abdominoperineal excision rather than 
an anastomotic procedure. In some cases simple 
colostomy combined with a selective procedure such 
as radium or electrocoagulation may be indicated. 

The abdominal dissection with abdominal resec- 
tion and anastomosis is usually selected for lesions 
of the rectosigmoid and for upper rectal lesions in 
which the lower margin is at least 714 cm. (3 inches) 
or more from the external anal margin. With a 
lesion in which the margin is below this approximate 
level, lateral spread over the levator fascia is a possi- 
bility and the abdominal approach does not permit 
adequate removal of the zones of lymphatic spread 
in the levator muscle and fascia. No surgical pro- 
cedure should be advocated merely on the grounds 
that it is technically possible. 

Abdominal dissection, posterior resection, and 
anastomosis is a procedure recommended when the 
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lower margin of the malignant lesion is below the 
7% cm. level, but above the 3 cm. level. Abdominal 
dissection assures radical removal of the zone of up- 
ward spread and the posterior attack permits removal 
of lateral lymphatic spread in the levator fascia and 
muscle or direct extension into the levator muscle 
and fascia. These structures are not adequately 
removed by an abdominal dissection alone. 

Posterior dissection with posterior resection and 
anastomosis cannot be considered adequate surgery 
for cancer of the rectum. It is recommended only 
under special circumstances, as an escape from a 
higher mortality in the aged and in a few of the poor 
risk cases. 

A small series of 33 consecutive cases is reported 
by the author. Various procedures were carried out 
on the patients. The author drained the retrorectal 
space in the hollow of the sacrum via the posterior 
approach in every case of low anastomosis. Follow- 
ing the removal of this drain a draining sinus was 
present for some days or weeks and at times feces 
appeared. These sinuses may prove stubborn and 
annoying for several months. Incontinence has not 
been a troublesome factor in some cases, but it can- 
not be denied that the sphincter many times seems 
to lack its original energetic tone. This is true 
particularly when the resection and anastomosis have 
been done posteriorly in the more feeble individuals 
in their late seventies or eighties. In 2 cases the feces 
collected between the sphincter area and the line of 
anastomosis and the patient was unable to expel 
the feces without an enema. This difficulty lasted 
for several weeks. Harotp Laurman, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


The Serum Bilirubin during the Course of Icterus. 
H. DEENSTRA. Acta med. scand., 1948, 132: 223. 


The author studied a number of patients with ic- 
terus and attempted to determine the rate of the 
diazo reactions in the serum by the Deenstra method 
(Acta med. Scand., 1948, 132: 109) as well as the 
absorption of bilirubin on the albumin precipitate by 
the van den Bergh method for indirect bilirubin. 

He found that in the first stage of a rapidly chang- 
ing icterus the rate of the diazo reaction increases 
predominantly, but it also decreases with the upward 
or downward fluctuations of the icterus. In the 
second stage, the diazo reaction increases temporarily 
when the icterus decreases. During the first stage a 
rapid diazo reaction is frequently not attended by a 
stronger adsorption of bilirubin on the albumin pre- 
cipitate, while during the second stage this pheno- 
menon takes place. 

It is also to be noted that the rates of the diazo 
reaction and of the adsorption of bilirubin on the 
albumin precipitate may change independently of 
each other. It is believed that many factors in- 
fluence the adsorption of bilirubin on the albumin 
precipitate. The author is unable to explain why 
the diazo reaction increases temporarily during the 


so-called second stage when the icterus decreases. A 
number of other questions are raised and are left 
unexplained for the present. 

ROBERT TuRELL, M.D. 


Injuries to the Bile Ducts. P. H. T. THortaxson. 
Canad. M. Ass. J., 1949, 60: 119. 


Several important concepts may help the surgeon 
to prevent injury to the bile ducts. Patients with 
gallstone disease should undergo cholecystectomy 
early in the course of their disease before extensive 
pericholecystitis makes the operation technically 
difficult. Adequate exposure, aided by satisfactory 
anesthesia and an incision of adequate length, is 
essential. The author prefers a right paramedian 
muscle-splitting incision, except in large people with 
a very wide costal angle, in whom a transverse sub- 
costal incision is preferable. Sharp dissection, es- 
pecially when one encounters adhesions, is recom- 
mended. 

Indications for exploring the common bile duct are 
jaundice, or a history of jaundice, palpable stones 
within the duct, a thickened or dilated duct, a 
thickened and contracted gall bladder, or doubt con- 
cerning the patency of the lumen of the duct. As an 
additional safeguard against injury one may explore 
the duct before removing the gall bladder; the pres- 
ence of the tube in the common duct then facilitates 
accurate identification of the cystic and hepatic 
ducts. Probes should be passed up the right and 
left hepatic ducts and the ampulla should be dilated 
to 5 mm., never more than 7 to 8 mm. 

The author prefers to remove the gall bladder 
from the cystic duct outward, because when the 
cystic artery is clamped most of the bleeding is con- 
trolled. Anatomical dissection of the cystic duct and 
ied is important and each should be tied separate- 


In some cases when technical difficulties are pres- 
ent a cholecystostomy may be done, especially in a 
poor risk patient. Rarely, in exceptionally difficult 
cases, a partial cholecystectomy may be justified. 

In the event that free bleeding from the cystic 
artery occurs, it is a simple matter to compress the 
hepatic artery in the foramen of Winslow until the 
bleeding can be accurately controlled. 

Anomalous arrangement of the ducts and vessels 
may confuse the surgeon. The angle which the cystic 
duct forms with the hepatic duct and the length of 
the cystic duct are two anatomic details which vary 
greatly. An accessory bile duct is found in 18 per 
cent of cases. The right hepatic artery may be 
double, it may arise from the superior mesenteric 
artery, or it may lie adjacent to the cystic duct. The 
cystic artery may arise from the gastroduodenal 
artery, or from some other branch of the hepatic 
trunk. 

The best time to repair an injury to the common 
duct is immediately after it is incurred. Therefore, 
the duct should be inspected carefully after the gall 
bladder is removed and before the cystic duct is 
ligated. Reconstruction of a severed duct should be 
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effected by end-to-end anastomosis over a tube. The 
T tube or catheter should never be brought out 
through the site of injury. It is best not to use too 
snug a tube since damage to the endothelium of the 
duct may occur. Structures sutured should not be 
under tension, and sutures should not penetrate to 
the lumen of the duct. 

The ideal method for the late repair of injuries to 
the common duct is an end-to-end anastomosis of 
the cut ends, or, if a stricture is present, resection 
of the stricture and end-to-end anastomosis. Usual- 
ly, this is done over a tube which maintains the 
patency of the duct during the early phases of heal- 
ing. In the past, rubber tubes have been used for 
this, but polythene tubes, recently introduced, seem 
to be better. It is important that the tube be readily 
removable or easily able to be passed. 

When the transpancreatic portion of the duct is 
not available for the anastomosis, an indirect meth- 
od must be used. The author prefers choledochoduo- 
denostomy since this is a relatively easy method. 
If the duodenum cannot be approximated to the 
duct remnant, a loop of jejunum or a single bowel 
segment of jejunum must be used. If a loop is used, 
an enteroanastomosis between the proximal and 
distal loops at a distance of approximately 18 to 24 
inches from the hepatojejunostomy should be per- 
formed in order to divert the bowel contents from 
the site of anastomosis and thus reduce the danger of 
cholangitis. 

In cases in which no extrahepatic remnant of the 
duct can be identified, a dissection within the liver 
hilus for the intrahepatic portion of the duct should 
be made. This may then be anastomosed to a cut 
end of the jejunum and the continuity of bowel re- 
stored according to the Roux en-Y principle. The 
enteroanastomosis in this case should be made 24 
inches from the liver. 

Because of the possibility of bile peritonitis, ex- 
ternal drainage should be provided following all 
types of repair of the bile duct. 

FREDERICK W. Preston, M.D. 


Anastomosis of an External Biliary Fistula into the 
Gastrointestinal Tract. Report of 6 Cases (A 
em de 6 cas de fistulo-anastomose pour fistule 

iliaire d’origine cholédocienne). Tincaup. Rev. 
chir., Par., 1948, 67: 353. 

Patients with external biliary fistulas usually are 
debilitated because of a long-standing illness and the 
loss of biliary secretions to the outside. Usually at 
least some degree of liver damage is present. Al- 
though an operation designed to re-establish the 
biliary tract is the ideal treatment for these patients, 
this often involves a difficult dissection which may 
prove more than the patient can stand. For such a 
patient the transplantation of the external biliary 
fistula into the gastrointestinal tract is a simple and 
adequate procedure which has received insufficient 
recognition in the literature. 

_The authors report 6 cases in which this opera- 
tion was done. In 3 cases anastomoses of the 
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fistulas were done after initial exploration revealed 
that reconstruction of the common duct would be 
too difficult. In 2 patients a primary anastomosis 
was done because the patients were in poor condi- 
tion, and it was necessary to avoid a long operation. 
In 1 patient a previous operation for reconstruction 
of the common duct had failed. 

The ages of the patients varied from 39 to 70 
years. All of the external fistulas were partial, 
producing intermittent jaundice, and all had fol- 
lowed cholecystectomies. Implantation of the fis- 
tula into the stomach was done in 5 patients, and 
in 1 patient the fistula was anastomosed to the 
duodenum. In most of the cases the Witzel tech- 
nique was used, the anastomosis being made over 
a rubber tube in 2 instances. The results were suc- 
cessful in all except the one in which the patient 
had the fistuloduodenostomy; this patient died. 

The authors believe that the best site for the im- 
plantation of the fistula is usually the stomach be- 
cause of its mobility. In certain cases, in which the 
duodenum presents readily, it also may be used. 
The use of the jejunum or ileum for this type of 
anastomosis is not recommended. 

Follow-ups of these patients were made for only 
a few months. However, the authors cite the ex- 
periences of other surgeons, which show that re- 
curring fistulas, recurring strictures, and ascending 
cholangitis follow this operation no more frequently 
than they follow anastomosis of the common bile 
duct to the small intestine over a rubber tube. 

The chief advantage of anastomosis of the fistula 
over other reconstructive procedures on the bile 
ducts is its great simplicity. 

FREDERICK W. Preston, M.D. 


Technical Conditions of Manometric and Radio- 
logic Control in the Course of Interventions on 
the Biliary Passages (Conditions techniques du 
contréle manométrique et radiologique au cours des 
interventions sur les voies biliaires). PIERRE MALLET- 
Guy. J. internat. chir., Brux., 1948, 8: 989. 


Technically, three essential conditions must be 
fulfilled in the course of interventions on the biliary 
passages: the asepsis of the surgical intervention 
should not be endangered by the maneuvers used; 
the duration of the operation should not be prolonged 
more than 10 or at most 15 minutes, and this pre- 
supposes a perfectly regulated technique without 
the possibility of false maneuvers; and the data ob- 
tained should be easy to read and simple to interpret 
so that the surgeon may waste as little time as pos- 
sible in making sure of the diagnosis and drawing the 
necessary therapeutic conclusions. 

The manometric control consists of the registra- 
tion of a hyperpressure test realized by injecting into 
the gall bladder or the choledochus a certain amount 
of tepid water. Sometimes a very small amount 
suffices to obtain a peak; other times the injection 
must be repeated to obtain gradually a sufficient in- 
crease in the pressure. The roentgenographic con- 
trol consists in taking two films after the injection of 
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an opaque solution. If the gall bladder route is 
chosen for the exploration, 20 c.c. of tenebryl are in- 
jected and the first film is taken immediately, the 
second, 3 minutes later. If the cystic or choledochal 
route is chosen, the two films are again taken with an 
interval of 3 minutes, but each is preceded by an in- 
jection of roc.c. of lipiodol. The conclusion is drawn 
from a comparison of the three standard documents 
obtained in this manner. 

If there is no indication for cholecystectomy under 
manometric control, the surgeon punctures the gall 
bladder and, keeping his eyes on the tracing, slowly 
injects the contents of the syringe (usually, 20 c.c. 
are needed to form a peak). He observes the return 
line of the pressure and, when the stylet reaches the 
vertical line of the peak, he injects a new amount of 
water and forms systematically four or five curves 
under the same conditions. 

Three results are then possible: (1) in each tracing 
the stabilization level rises, widely exceeding the level 
of the normal pressures which are around 18 cm. of 
water: these are block curves, indicating an obstacle; 
(2) the pressure does not rise materially and may be 
stabilized at o or below it: hypotony of the biliary 
passages is probable; and (3) the pressure tends to 
become stabilized around 18 cm. of water: this is the 
reaction of a normal gall bladder. 

If cholecystectomy is indicated, the cystic duct is 
dissected and incised transversely over half of its 
circumference. A probe is used to verify its perme- 
ability and, if necessary, the duct is dilated enough 
to allow the introduction of a special double-jointed 
cannula, of which the extremity is pushed into the 
choledochus, the second segment remains in the cys- 
tic duct, and the third segment goes under the liver. 
After removal of some choledochal bile, the mano- 
metric system is connected with the cannula. If 
there is little dilatation, a few cubic centimeters 
of water suffice to give a peak and the level of 


stabilization may be established by superimposition 
of three or four curves. No spastic reactions of the 
sphincter of Oddi have been observed. 

If choledochotomy is indicated, the calculi are re- 
moved and a Pezzer sound of sufficient caliber is in- 
troduced into the duct and tied in place. Mano- 
metric control is then performed, but it is subject to 
error because of the possibility of relative blocking 
of the sound. 

The author’s experience, based on 850 surgical in- 
terventions carried out under these controls, allows 
him to insist on the efficacy of the method. 

RICHARD KEMEL, M.D. 


Primary Splenic Neutropenia: A Specific Indication 
for Splenectomy. Louis T. Patumso. Amn. Surg., 
1949, 129: 131. 

A case of primary splenic neutropenia is presented 
as clinically cured by splenectomy and removal of an 
accessory spleen. The case conforms to the descrip- 
tion given by Wiseman and Doan in 1939 and in 
1942. The condition in the author’s patient resem- 
bled Banti’s syndrome, Felty’s syndrome, subleuce- 
mic myeloid leucemia, hyperplastic anemia, malig- 
nant neutropenia, or certain types of chronic infec- 
tion. 

The disease occurs as the result of splenic dysfunc- 
tion caused by selective destructive action of the 
reticuloendothelial cells of the spleen, and is closely 
related to congenital hemolytic icterus and essential 
thrombocytopenic purpura, in which cases the ery- 
throcytes and platelets, respectively, are destroyed. 

A definite and accurate diagnosis is dependent 
upon a complete clinical survey of the patient and a 
detailed study of the sternal marrow, the circulating 
blood, and on biopsy of a lymph node. 

This disease should be included in the long list of 
diseases in which splenectomy is definitely indicated. 

Joun J. MAtoney, M.D. 
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Newer Methods in the Management of the Abnor- 
mal Cervix. Grorce A. HAHN. Surg. Clin. N. 
America, 1948, 28: 1401. 

The author describes the anatomy and physiology 
of the cervix, and considers the various cervical 
lesions, erosion, ectropion, leucoplakia, lacerations, 
and hypertrophy of the cervix. 

The symptoms, etiology and clinical picture of 
chronic cervicitis are discussed and it is believed 
that the most important step in the treatment of 
chronic cervicitis is that of determining whether or 
not beginning cancer is present. If cancer is present, 
the diagnosis must be made at the earliest possible 
time so that proper treatment may be carried out. 
If cancer is not present, elimination of the cervicitis 
should prove to be an important factor in preventing 
the first malignant change. Minor lesions are treated 
by cauterization and coagulation; more extensive 
lesions are treated by means of the circular biopsy 
and endocervical resection. 

Carcinoma in situ is treated by extensive circular 
cervical biopsy, not by hysterectomy or irradiation. 

Cervical polyps, cervical myomas, cervical tuber- 
culosis, and cervical syphilis are briefly discussed. 

T. FLoyp BELL, M.D. 


Vaginal Cytology in Uterine Cancer (Citologia vaginal 
no cancro do Gtero). C. StrEcHT RIBEIRO and GIL 


DA CosTA, JR. Acta endocr. gyn., 1948, 1: 414. 


This study is based on 12 cases admitted to the 
radium therapy service of Santo Antonio Hospital 
of Porto, 1 for observation and 11 with the clinical 


diagnosis of uterine cancer. Vaginal material for 
cytologic examination was collected with an Ayre 
spatula from the entire suspected surface in each 
patient, spread on slides, fixed immediately in a 
solution of equal parts of alcohol and ether, and 
stained with hematin-eosin, Giemsa’s stain, and 
Shorr’s stain. 

Twelve slides of material collected on 6 alternate 
days from the patient under observation were nega- 
tive for cancer cells, but malignant cells were found 
in the smears from all the other patients and cor- 
responded to forms of grade 4 in 3, grade 3 in 5, grade 
2 in 1, and grade 1 in 2 of the patients, while the his- 
tologic diagnosis was spinocellular epithelioma in 3, 
intermediate cell epithelioma in 3, and basocellular 
epithelioma in 5 of them. Not only were neoplastic 
cells present on all slides in all the cases of cancer of 
the uterus but the percentage of altered cells ran 
from 70 to go, including the neoplastic cells and the 
small and varying modifications of the cells normally 
found in a vaginal smear. 

Recognition of cancer cells is relatively easy in 
menopausal patients and becomes even easier as the 
ovarian insufficiency increases, since the number of 


desquamated epithelial cells becomes proportionately 
smaller and that of the leucocytes larger. In women 
with sexual activity the large number of unaltered 
cells makes the search for neoplastic cells difficult. 

The changes observed in nondifferentiated cells 
vary from those seen in differentiated cells. In the 
first, the nucleus is predominantly involved and 
changes occur in its volume, which appears greatly 
increased in relation to the cytoplasm and varies 
from cell to cell, or in its configuration (multilobu- 
lated or with irregular contour), or in the amount of 
its chromatin (increase), or in its staining capacity. 
The differentiated cells show irregular delimitation 
of the cytoplasm, unequal size, mitotic or amitotic 
activity, nuclear hyperchromatosis, multilobulation, 
and monstrous nuclei. 

The method is valuable to confirm clinically sus- 
pected cancer and should be used to establish a posi- 
tive diagnosis in cases of incipient malignancy. It 
constitutes a great aid to biopsy which, however, 
should always be used to confirm the diagnosis. 

RICHARD KEMEL, M.D. 


Adenocarcinoma of the Uterus. J. Mason HunpDLEy, 
Jr., Everett S. Diccs, and THEODORE KARDASH. 
Am. J. Obst., 1949, 57: 52. 


The procedure of choice in adenocarcinoma of the 
cervix consists of the investigation of all abnormal 
vaginal bleeding by thorough curettage to insure an 
early diagnosis, followed by the intracavity applica- 
tion of radium and, of greatest importance, panhy- 
sterectomy and bilateral salpingo-oophorectomy. 

The five year survival rate of 32 patients who were 
treated with intracavity radium and panhysterec- 
tomy was 84.4 per cent. The five year survival rate 
of 34 patients who were treated with intracavity 
radium and roentgen therapy was 20.6 per cent. 
Twenty-one (64 per cent) of the patients received 
postoperative roentgen therapy. Postoperative 
roentgen therapy is believed to be obligatory only 
when extrauterine metastasis is observed. 

No planned treatment by surgery alone was per- 
formed. There was no operative mortality and no 
untoward sequelae during convalescence. 

The uteri and adnexa of 67 patients were available 
for study of the effects of this preoperative intra- 
cavitary radiation. Nineteen (28.5 per cent) pa- 
tients showed no residual malignancy, but residual 
carcinoma was found in 48, or 71.7 per cent. Exten- 
sion to the myometrium occurred in 64.5 per cent of 
patients, and cancer was confined to the endome- 
trium in 35.5 per cent. Tubal involvement was noted 
in 4 patients and the ovary was affected in 3 pa- 
tients. 

Forty and three tenths per cent of the total num- 
ber of patients had associated uterine myomas. 

The importance of panhysterectomy is stressed. 

Joun R. Wotrr, M.D. 
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Adenocarcinoma of the Cervix and of the Cervical 
Stump. Bayarp CARTER, WALTER L. THomas, and 
Roy T. Parker. Am. J. Obst., 1949, 57: 37: 


During the period from 1938 to 1947, a total of 50 
cases of adenocarcinoma of the cervix were observed 
at the Duke University Hospital, Durham, North 
Carolina. This number represents 3.4 per cent of all 
cervical carcinomas seen at this clinic. Adenocarci- 
noma of the cervical stump was found in 11 cases 
(22%). j 

In 42 of the 50 cases the carcinomas were in stages 
2, 3, or 4 when first observed. The symptoms had 
been present for an average period of 9 months be- 
fore the patients were seen so that a delay of 10 
months occurred before the diagnosis was made and 
treatment could be started. 

Thirteen (26%) of these patients are living and 
without evidence of disease, and 6 (12%) have 
reached the 5 year limit. No deaths occurred as the 
result of irradiation or surgical treatment. 

Eighteen patients received x-ray and radium 
therapy and of these, 2 are living. 

Five patients underwent radical hysterectomy, or 
radical removal of the cervical stump plus radical 
lymphadenectomy. In 4 patients, cancer was found 
in the lymph nodes; in 4 patients, in the cervix; and 
in 1 patient, in the uterus and vagina. All of these 
patients have died of cancer. 

Similar radical surgical treatment was carried out 
in 7 cases. In 6 of these the lymph nodes were free 
of cancer, and in 1 patient the left iliac nodes showed 
cancer. All 7 patients are alive and without cancer. 

In conclusion the author states that the occurrence 
of 11 cases of adenocarcinoma of the cervical stump, 
plus the high incidence of squamous cell cancer in 
cervical stumps strengthens the conviction that 
panhysterectomy is preferable to supravaginal hys- 
terectomy. Joun R. Wotrr, M.D. 


Carcinoma of the Cervix. JuLIETTE BAup. J. Am. M. 
Ass., 1948, 138: 1138. 

The author reports the results of her study of 105 
patients with carcinoma of the cervix (stage I) who 
were treated from 1929 to 1941 with radium alone, 
at the Curie Foundation in Paris. 

The technique of treatment, and the dosage are 
given. 

Although 2 patients died of sepsis early in this 
period, sepsis has not developed since 1936, as a re- 
sult of improvement in hospital conditions. There 
were few rectal reactions. In one patient, a proved 
necrotic ulcer developed on the anterior wall of the 
rectum, which eventually healed. 

Of the 105 patients treated, 74 (70.4%) were alive 
without evidence of disease after an observation 
period of 5 years. The cases with recurrence are de- 
scribed in detail. 

The failures in this series cannot be explained on 
the basis of dosage delivered, and cannot be attribu- 
ted to any special anatomicoclinical type of lesion. 

The author believes that cure of epithelioma of the 
cervix uteri, stage I, can be obtained by treatment 


with radium alone, as well as with radium plus 
roentgen rays, and that perhaps the roentgen rays 
are not necessary. However, rather than undertake 
such a program too soon they have started to treat 
a series of patients by performing a Wertheim oper- 
ation 6 weeks after the intracavitary therapy, thus 
removing the danger of local recurrence. It also 
permits study of the effects of radium therapy, and 
verification of the condition of the pelvic glands. 
T. Froyp BEL, M.D. 


The Present-Day Status of Noninvasive Cervical 
Carcinoma. GERALD A. GALVIN and RICHARD W. 
TELInDE. Am. J. Obst., 1949, 57: 15. 


Since 1940, cervical biopsy has revealed the pres- 
ence of intraepithelial cancer (carcinoma in situ) in 
75 cases. In all cases the changes in the surface 
epithelium were typical. Once this diagnosis was 
established, a modified Wertheim operation was per- 
formed in 67 cases, and conization of the cervix and 
the application of radium in 7 cases. In the remain- 
ing case the lesion was discovered in a cervix ampu- 
tated during the course of a Manchester procedure. 
In all cases the entire cervix was available for sec- 
tioning. In 55 of these cases microscopic invasive 
cancer was found, in 10 cases carcinoma im situ only 
was noted, and in the remaining 10, no further ab- 
normality was present. 

When a biopsy reveals carcinoma im situ, three 
clinical possibilities may be present. The biopsy 
may have been taken from the periphery of an ad- 
vanced cervical cancer, microscopic invasive cancer 
may be present elsewhere in the cervix, or only 
carcinoma in situ may be present. 

A survey of 17 cases of carcinoma in situ, followed 
by spread of the cervical cancer, and 1 case of the 
authors’, led to the conclusion that this type of lesion 
is a true cancer demanding appropriate treatment. 
That cervical amputation is not enough has been 
proved, in 3 cases, by the finding of plugs of carci- 
nomatous tissue well up in the cervical canal. 

The authors recommend a modified Wertheim 
procedure which consists of a total hysterectomy, 
with removal of 2 cm. of the parametrium on each 
side of the cervix, plus a fairly wide cuff of vagina. 
Gland dissection is omitted. An ovary may be saved 
in younger women. All 67 patients operated upon 
are living, and without recurrence. One death from 
cervical carcinoma occurred among the 7 patients 
who had been treated by irradiation. 

All of these lesions were discovered during the 
routine investigation of patients for gynecologic com- 
plaints. None showed any suggestion of gross cervi- 
cal cancer, although the majority presented some 
abnormal appearance of the cervix, diagnosed clini- 
cally as cervicitis, erosion, eversion, laceration, and 
leucoplakia. Although most of the patients were 
asymptomatic, it was learned, on close questioning, 
that 58 per cent had some type of irregular vaginal 
bleeding, especially postcoital spotting. Comments 
on cytologic studies are omitted since the author 
does not have sufficient data at this time. 
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The occurrence of basal-cell hyperactivity and its 
relationship to true carcinoma im situ is discussed. 
Joun R. Wotrr, M.D. 


Controversial Factors in the Management of Car- 
cinoma of the Cervix. Rosert A. KimsBroucn, 
Jr., and Craic W. Mucke&. Surg. Clin. N. America, 
1948, 28: 1415. 

A brief historical survey of the treatment of cervi- 
cal carcinoma is presented. 

Although the first rddical abdominal hysterecto- 
mies were performed by John G. Clark, and inde- 
pendently by Rumpf in 1896, it was Wertheim, in 
1898, who popularized the procedure. Victor Bonney 
became the outstanding successor of Wertheim in 
continuing the radical surgical approach. The oper- 
ative mortality and complications were extremely 
high. 
Kelly and Burnham, in 1912, initiated the elective 
treatment of carcinoma of the cervix with radium. 
From 1920 until comparatively recently, radiation 
in various forms was universally accepted as the 
treatment of choice for all cases of carcinoma of the 
cervix. The negligible primary mortality, fewer com- 
plications, and the high incidence of apparent cures 
following irradiation made its adoption the treat- 
ment of choice. 

The technique of radiation therapy with x-rays 
and radium is outlined. 

The results of radium therapy as estimated from 
present day reports is about 25 per cent; for growths 
apparently limited to the cervix, it is 75 per cent; 
for those questionably limited to the cervix, 50 per 
cent; for those which have invaded the broad liga- 
ments, 20 per cent; and for the advanced cases the 
5 year salvage is practically nil. These results are 
quite comparable to the results obtained by Bonney 
and Wertheim with the radical operation. 

The radical surgical approach has been practiced 
during the past few years by a few surgeons. Meigs 
has recently reported in detail his reasons for this 
radical procedure. He has performed this operation 
1oo times without an operative death. More than 
40 consecutive operations were performed without 
the development of a single urinary fistula. In 1946 
he reported that a 3 year cure rate of 77.7 per cent 
had been obtained. 

At the present time the results of surgical treat- 
ment are not significantly better than those following 
radiation in lesions of similar extent. 

T. Firoyp Brett, M.D. 


The Desirable Management of Fundal Carcinoma. 
Lewis C. ScHEFFEY and WARREN R. Lanc. Surg. 
Clin. N. America, 1948, 28: 1425. 

In considering the etiology of the development of 
fundal carcinoma, the authors review the literature 
as to the possible influence of unrestrained estrogenic 
activity. They conclude that there is no indisputable 
proof that endometrial hyperplasia, per se, is the 
precursor of adenocarcinoma of the fundus. On the 
other hand, every worker in the field has probably 
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seen instances in which clinical observation has given 
the factual impression that hyperplasia has preceded 
adenocarcinoma, or has observed an area of hyper- 
plasia accompanying frank cancer of the corpus. 
These controversial etiological factors should be 
given due weight when the means of controlling fun- 
dal carcinoma are discussed. 

Certain physical peculiarities found in patients 
with fundal carcinoma are enumerated, such as obes- 
ity, high incidence of hypertensives, the more than 
occasional diabetic, and an absence of anemia in the 
vast majority. Postmenopausal bleeding has, in a 
goodly proportion of patients, been due to endome- 
trial carcinoma. Four out of 5 patients with fundal 
cancer are over 50 years of age. Roughly, a third of the 
patients have never been pregnant and of these, one- 
half have never married. Women with fundal cancer 
are more likely to have had menorrhagia in the pre- 
menopausal and menopausal epochs. 

All patients suspected of having fundal cancer 
should have curettage, as vaginal smears are only 
suggestive. 

In the premenopausal patients, that comprise 20 
per cent of the cases of fundal cancer, the age limit 
is roughly 40 to 50. In this group, diagnosis is often 
delayed and mistakes in therapy can happen. Fi- 
broids may be thought to cause the abnormal bleed- 
ing. Roentgen therapy may be employed to control 
the bleeding and the cancer may be overlooked. 

There is considerable variation in the histologic 
picture presented by fundal carcinoma. Although 
gradation is not always a simple matter, the Jefferson 
group has tried to simplify it by confining their 
classification to low, intermediate, and high grades 
of malignancy. 

The clinical grouping of fundal cancer is by no 
means standardized. The authors follow the group- 
ing of the American College of Surgeons. A better 
classification may come from the World Health Or- 
ganization of the United Nations. 

The surgical eradication of fundal cancer should 
consist of total hysterectomy and adnexal removal. 
In case the disease has invaded the uterus deeply, 
recurrence may be prompt. With cancer of low ma- 
lignancy and extension, survival for a long period 
may occur. 

With the advent of radium and x-rays, irradiation 
came to be utilized almost exclusively in aged or 
debilitated individuals, and in those handicapped by 
obesity, diabetes, cardiovascular and renal disease, 
with striking results in many cases; but before long 
it became apparent that only arrest of the disease 
occurred. 

The next step was a logical one in combining irra- 
diation and surgery to complement each other. This 
has resulted in a rational procedure in most gyne- 
cologic clinics today. Differences of opinion exist 
with respect to whether radium or x-ray therapy is 
superior in the part that irradiation plays. The sta- 
tistics reported show much better results with pre- 
liminary irradiation followed by surgery than by 
surgery alone. 
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The methods that are favored in the Jefferson 
Clinic are presented concisely, in the patient of good 
operative risk and in the poor risk patient. The best 
results in their hands has been with irradiation ther- 
apy followed by resection, with an encouraging sur- 
vival rate of 91.2 per cent. T. Firoyp Bett, M.D. 


The Role of Surgery in the Treatment of Carcinoma 
of the Cervix. CHArLtes D. Reap. Am. J. Obst., 
1948, 56: 1021. 


Since 1907, when Bonney performed his first radi- 
cal abdominal hysterectomy for cancer of the cervix, 
at the Chelsea Hospital for Women in London, 
England, that group has continued the “all out” 
surgical attack against this disease. It must be 
remembered that at the time this ayproach was 
started, there was no adequate alternative treatment. 

In the late 1920’s this operation was largely sup- 
planted by radiotherapy. However, surgery has 
continued to be used in selected casés. 

Although Bonney reported a primary surgical 
mortality of 14 per cent among the first 500 patients 
operated upon from 1907 to 1936, this high mortality 
rate has been remarkably lowered in recent years as 
the result of a careful selection of patients, improved 
anesthesia, the use of blood and plasma, the use of 
penicillin and the sulfonamides, and (not least of all) 
good nursing. Read and Cook have performed 207 
Wertheim operations, with 6 operative deaths (under 
3 per cent). About 1 case in every 7 cases are now 
treated surgically by this group. 

The selection of cases for radical operation is con- 
fined to radioresistant growths proved either clini- 
cally or cytologically; columnar-celled (adenocarci- 
noma) carcinoma of the cervix; stenosis of the vagi- 
nal vault prohibiting the accurate placement of 
radium; the presence of large fibroids or ovarian 
cysts complicating cervical cancer; salpingitis com- 
plicating cervical cancer; refusal of radiation by the 
patient; and pregnancy complicating cervical cancer. 

From 1936 to 1941, radical operations were per- 
formed on 54 patients deemed unsuitable for radia- 
tion, or who were found to be radioresistant. Thirty- 
four patients had first stage growths and 20 patients 
had second stage growths. There were 24 (44.4 per 
cent) 5 year cures. Three operative deaths (5.5 per 
cent) occurred in this group. 

Studies of the regional glands obtained from the 
Wertheim operation, lymphadenectomy alone, and 
autopsy material demonstrated that the degree of 
lymph gland involvement in patients with stage 1 
growths was 20.25 per cent; with stage 2 growths, 
30.35 per cent; with stage 3 growths, 40.50 per cent, 
and with stage 4 growths, 60 per cent. The author 
believes that the adequate application of radium will 
definitely cure the majority of local cervical growths, 
but the effectiveness of deep therapy as a cure of 
regional gland metastases has not yet been proved. 

The technical modifications of the Wertheim oper- 
ation as it is employed today are described. 

With the present state of our knowledge, the rou- 
tine treatment of election for the average case of 
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cervical cancer is by radiotherapeutic means, but in 
certain cases surgical treatment offers the best pros- 
pect for the patient. The more extensive use of 
lymphadenectomy, especially in stage 3 lesions, 
might improve the results. It is believed that the 
absolute cure rate in carcinoma of the cervix can be 
increased by a surgical approach in those cases which 
prove to be radioresistant, or in which irradiation is 
not possible. Joun R. Wo rr, M.D. 


Leiomyosarcoma of the Uterus. G. Hamitton Davis, 
Joun S. Hows, and WILLARD G. FRENCH. Am. J. 
Obst., 1948, 56: 1048. 

A recent unusual incidence of four case specimens 
of leiomyosarcoma of the uterus observed at the 
pathologic laboratory of the Methodist Hospital, 
Brooklyn, New York, within a period of 614 months 
led to the present study. Sixteen cases were reported 
in the period from 1917 to 1948, and during that 
time 2,318 benign leiomyomas were observed, the 
incidence of sarcoma to benign fibromyoma being 
0.69 per cent. 

Leiomyosarcomas are classified as “unequivocal” 
when the gross and microscopic features are definite- 
ly malignant, and “‘low grade” when the histologic 
pattern is not decisive yet contains malignant 
characteristics. 

All leiomyomas which are unusually soft, friable, 
or of unusual color should be viewed with suspicion 
and incised, after removal at the operating table. 
Immediate consultation with a pathologist should 
follow and a frozen section should be examined. 

The gynecologist should carry out radical proce- 
dures in all women over 40 years of age when he en- 
counters grossly typical leiomyomas or those with a 
history of rapid growth. When the omentum is ad- 
herent to leiomyomas, it should be widely excised. 

Although recurrence in the retained cervical stump 
is rare, total hysterectomy with bilateral salpingo- 
oophorectomy is the procedure of choice. 

Of the 16 cases, 11 were adequately followed up. 
Six patients (54.5 per cent) died of metastases within 
2 years and 9 months; 3 patients are living and well, 
without recurrence; 2 patients have had further op- 
erative procedures for recurrences, but to date are 
living and well, without demonstrable recurrence. 

Joun R. Wotrr, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Concerning 2 Cases of Krukenberg Tumor (Tumor 
de Krukenberg: a propésito de dois casos). ALVARO 
DE AQUINO SALLES and HILDEGARD STOLTZ. An. 
brasil. gin., 1948, 13: 259. 

Among 4,345 patients admitted to the Gyneco- 
logic Clinic of the University of Brazil from 1936 to 
1948, there were 14 malignant ovarian tumors (0.32 
per cent). Four of these (26.67 per cent) were 
metastatic, secondary to carcinoma of the digestive 
tract, and 2 of the 4 presented the typical microscop- 
ic aspect of Krukenberg tumors. These 2 cases are 
described. 
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The first is remarkable because of the extraordi- 
nary survival of the patient, who had had a gastro- 
enteroanastomosis for probable anterior gastric 
tumor 8% years previously, and a right oophorec- 
tomy forasolid tumor 4 years and 3 months previous- 
ly. This history and the presence of another large geni- 
tal tumor, with ascites, metrorrhagia, rapid weight 
loss, and asthenia, led to the diagnosis of Krukenberg 
tumor. As a preliminary step before operation, a 
celioscopy was performed which, as a diagnostic aid, 
may be of great value since it allows direct visualiza- 
tion and endoscopic color photography of the tumor, 
biopsy, and the aseptic collection of peritoneal fluid 
for bacteriologic, chemical, and cytologic examina- 
tion. In this case about 8 liters of ascitic fluid were 
removed; it was slightly bloody and contained a 
large amount of mucin and neoplastic cells having 
the typical signet ring aspect of Krukenberg tumor 
cells. A pneumoperitoneum was produced and re- 
vealed the presence of a large friable tumor with 
irregular surface, which occupied most of the small 
pelvis and whose point of attachment could not be 
determined. Total hysterectomy with left salpingo- 
oophorectomy was performed. The patient died 3 
weeks after the operation. 

The second patient had been operated upon for 
malignant tumor of the jejunum 2 years previously 
and presented a large, rapidly growing tumor in the 
pelvis, apparently of ovarian origin. She was in 


satisfactory general condition. At laparotomy the 
tumor was found to be inoperable and the abdomen 
was Closed after material for examination had been 
taken. The diagnosis was bilateral ovarian Kruken- 


berg tumor with infiltration of the small intestine, 
ileopelvic colon, and epiploon. Deep roentgen ther- 
apy was instituted, but death in cachexia occurred 
11 months later. 

About 20 cases of Krukenberg tumor have been 
reported in Brazil, most of them among multiparas 
from 25 to 54 years old. All of the tumors were 
bilateral and secondary, and only 1 patient survived 
more than 1 year. Although at present the consensus 
is that this tumor is always metastatic and secondary 
to a primary gastroenterogenous, mammary, vesicu- 
lar, pancreatic, hepatic, or suprarenal carcinoma, the 
possibility of its being primary in the ovary cannot 
be excluded. Many theories have been advanced to 
explain the special predisposition of the ovary to 
develop metastases. Changes in the surface tension 
and in the pH may be contributing factors. 

With regard to the surgical treatment, the ques- 
tion has been raised as to the convenience of pre- 
serving the uterus in order to allow the use of radium 
tubes as a complementary method to deep roentgen 
therapy in the postoperative period. The prognosis 
is always unfavorable because of the metastases 
which appear by the lymphatic route or by implan- 
tation after the primary tumor has been removed. 

RICHARD KeEMEL, M.D. 


MISCELLANEOUS 


Torsion of the Organs and of Tumors of the Female 
Genitalia. Clinical Contribution (La torsione 
degli organi e dei tumori dell’apparato genitale fem- 
minile. Contributo clinico). EmiLio RuGGERI. 
Ginecologia, Tor., 1948, 14: 493. 

Seventy cases of torsion are reported. This 
number represents about 1 per cent of a total of 
4,360 patients operated upon at the gynecological 
clinic at Parma, Italy, in the period from January, 
1939 to March, 1946. The material comprised 58 
cases of torsion of ovarian and parovarian tumors; 
4 of subserous, pedunculated fibroids of the uterus; 
5 of the tube; and 3 of the uterus itself. Nearly all 
these patients with torsion were engaged in work 
requiring physical activity and most of them were 
in the child-bearing age; however, there was no 
evident relationship to the number of children they 
had borne. Among the ovarian and parovarian 
tumors torsion was about twice as frequent on the 
left side, which gave some support to the role 
played by the sigmoid colon in the etiology of this 
condition; there was a disproportionate number of 
torsions among the dermoid cysts (heavier tumors), 
but there was no marked effect from the size of 
these growths. The more irregularly shaped masses 
seemed more prone to twist. There was no evidence 
to the effect that the length of the pedicle was of 
significance. 

The diagnosis is apt to be difficult and in some 
cases is practically impossible. The leucocyte count 
is apt to be low in these cases of torsion, especially 
when they come to operation early; however, when 
the condition is accompanied by appendicitis the 
former may not be distinguishable. This may be 
true also in torsion of a tumor of the pelvis com- 
bined with extrauterine pregnancy. The author’s 
clinic is starting to resort to peritoneoscopy in 
these acute abdominal cases and this may solve 
some of the diagnostic problems which are in- 
volved. 

The treatment is always urgent surgery. The 
suprapubic route is preferable, both because of the 
visual control of the procedures to be chosen and 
because of the opportunity to use intraperitoneal 
chemotherapy (sulfonamides). Chemotherapy, thus 
applied, is regarded in this clinic not only as widen- 
ing surgical indications but also as improving the 
prognosis. 

In this entire material there was only 1 death 
and this could not have had more than a casual 
connection (pachymeningitis) with the original con- 
dition. 

In 1 of the 4 pregnant patients the uterus was 
removed because of multiple fibroids and toxicity; 
in the other 3 patients the tumor was removed with 
continuance of the pregnancy to term. 

Joun W. BRENNAN, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Volvulus of the Sigmoid Colon in the Course of a 
Pregnancy of 7 Months (Volvolo del colon sig- 
moideo nel corso de una gravidanza al settimo ie. 
GIvusEPPE Bracco. Ginecologia, Tor., 1948, 14: 544. 


The patient, a housewife 44 years of age, had had 
one natural labor 3 years previously and was now 7 
months’ pregnant. She had suffered in youth from 
dyspepsia and enterocolitis. For several weeks now 
she had been suffering from attacks of abdominal 
pain, especially pronounced in the left iliac fossa, and 
of obstinate obstipation. These attacks would clear 
up, but finally, however, paroxysmal pains, progres- 
sive meteorism, dilatation of the stomach, and com- 
plete retention of the feces and gas developed at 
night. Roentgenologic examination with an opaque 
enema disclosed, in addition, the exact location and 
character of the twisted sigmoid. 

At laparotomy the sigmoid at the indicated point 
was found to be twisted about itself for 360 degrees 
and exhibited the usual signs of tissue necrosis. 
Since the patient’s general condition was still not 
grave it was decided to resect the involved loop of 
intestine (about 60 cm. of gut) with end-to-end 
anastomosis. The pregnancy was left undisturbed. At 
first the convalescence was undisturbed and gas and 
feces began to pass; however, on the fourth day after 
operation there was a sudden change for the worse, 
with intense meteorism, hiccoughs, dry tongue, a 
temperature of 37.2°C., pulse from go to 100, and 
retention of gas and feces. After 2 days of this the 
patient went into labor and gave birth to a prema- 
ture infant (1,870 gm.) which died 2 days later. 
After this childbirth the patient’s condition improved 
rapidly and she was discharged 10 days later (18 
days after operation) in good condition. 

At the operation the mesosigmoid was found thick- 
ened and retracted and this is believed to explain the 
tendency of the long sigmoid loop to twist on itself. 
The sudden obstipation coincident with the start 
of labor is well known and is the reason that so 
many authors have advocated artificial interruption 
of the pregnancy preceding, or following, any opera- 
tive approach to the volvulus itself. However, the 
patient in the author’s report here given was in ex- 
cellent general condition and there was no evidence 
of impending labor at the time of operation; the 
case is therefore thought to help establish an indica- 
tion for noninterference with the labor in such cases. 

Joun W. BRENNAN, M.D. 


Purpura Hemorrhagica as a Complication of Preg- 
nancy. J. A. CHALMERS. Brit. M.J., 1948, 2: 1020. 


Purpura hemorrhagica is a rare complication of 
pregnancy. The author reviews 63 cases recorded 
in the literature, and a further case is now added. In 
the present case the purpura was acute and transient, 


and labor was unattended by any complication. 
Treatment should be directed to restoring the blood 
picture to normal before the onset of labor. If this is 
impossible, special measures for the control of post- 
partum hemorrhage may be necessary. The progno- 
sis in the acute cases is good, but there is grave danger 
of maternal death in the chronic cases. The fetus is 
commonly involved, and may die of hemorrhage or of 
prematurity associated with the early onset of labor 
in a considerable proportion of these cases. 
CHARLES Baron, M.D. 


Corpus Luteum Excision During Pregnancy and Its 
Effect on the Production of Progesterone (Lu- 
tectomia en el embarazo y su efecto sobre la pro- 
duccién de progesterona). José Botetta LtivusiA 
and MANUEL LADRON DE CEGAMA. Acta endocr. gyn., 
1948, 1: 408. 

In 1946 the authors published 3 cases in which the 
gravidic corpus luteum was removed without pro- 
ducing abortion; one of the patients had been preg- 
nant for 45 days and one was operated upon 8 days 
after the fecundating coitus. In this article 2 addi- 
tional cases are described. 

The first woman was pregnant for 2 months and 
had a left ovarian cyst, the size of a mandarin, with 
the corpus luteum on its proximal pole. The second 
was also pregnant for 2 months and had a bilobular 
twisted right ovarian cyst, the size of an orange, 
with the corpus luteum in some normal ovarian tis- 
sue which persisted between the two lobules of the 
cyst. No signs of luteinization were found in the 
other ovary of either patient. The involved ovaries 
were removed and the pregnancies continued to run 
their normal course. 

The urinary pregnandiol was determined for sev- 
eral days following the operation in both patients and 
was found to remain constant and within the limits 
normal for pregnancy, despite the absolutely certain 
removal of the gravidic corpus luteum which has 
been accepted as the only source of progesterone, and 
therefore of pregnandiol, or at least as its principal 
source during pregnancy. It must consequently be 
admitted that progesterone can be produced outside 
of the ovary in quantities sufficient to maintain preg- 
nancy and that this vicarious production takes place 
from the beginning of the pregnancy. The conclusion 
to be drawn is that the corpus luteum is not needed 
as a source of lutein hormone during pregnancy. 

This progesterone may come from two sources: 
one is the placenta which, according to experiments 
of Seegar and his coworkers with cultures of young 
chorionic tissue, acquires very early the property of 
producing lutein hormone; the other is the suprare- 
nal cortex, of which the progesterone content has 
been determined by Engelhart and Beall, and its re- 
lations with the corpus luteum as well as its hyper- 
trophy during pregnancy have been amply described 
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by the present authors in another article. As far as 
they know, this is the first note to appear in the 
literature concerning the behavior of the urinary 
pregnandiol after resection of the corpus luteum 
during pregnancy. RICHARD KEMEL, M.D. 


The Diagnosis of the Sagittal Suture, the Chin, and 
the Ear in the Posterior Occiput to Brow Pres- 
entations (Die Pfeilnaht-, Kinn- und Ohrdiagnose 
bei der hinteren Hinterhaupts-bzw. Vorderhaupts- 
lage). Rotr ScHMIEMANN. Geburtsh. & Frauenh., 
1948, 8: 759. 

The author bases his opinions on a study of 281 
posterior cephalic presentations over a period of 20 
years. 

He believes there are three important diagnostic 
procedures useful in posterior occiput, vertex, and 
brow presentations: determination of the sagittal 
suture (often by rectal examination alone), the palpa- 
tion of the chin, and the palpation of the ears (by 
vaginal examination). 

By feeling the sagittal suture one can detect the 
time of internal rotation. Location of the chin im- 
mediately identifies the whereabouts of the anterior 
and thence the posterior fontanel. The posterior 
border of the ear necessarily directs itself toward 
the occiput. 

Although these observations are elementary, they 
are sufficiently important for re-emphasis. 

WarrEN R. LAnc, M.D. 


Modern Indications for Cesarean Section. NEWLIN 
F. Paxson. Surg. Clin. N. America, 1948, 28: 1487. 


The chief dangers of cesarean section are hemor- 
rhage and infection, specifically peritonitis. These 
dangers have been controlled by improved surgical 
techniques, modern anesthesiology, blood trans- 
fusion, sulfonamides, antibiotics and oxytoxics, so 
that the risk of cesarean section has been reduced to 
that of vaginal delivery of a few decades ago. Now 
that cesarean section may be used with greater 
impunity, the indications have been broadened to 
include many conditions that formerly were for- 
bidden because of the great risk. This means the 
saving from death or damage of more mothers and 
babies. However, a new risk has been added. Due 
to a false sense of security on the part of the obste- 
trician, cesarean section is sometimes performed as 
a substitute for a less risky delivery through the 
birth canal. It must not be forgotten that the risk 
in cesarean section is five to ten times greater than 
that in vaginal deliveries. Dystocia, hemorrhage, 
and similar major complications offer the chief indi- 
cations for cesarean section, which should be decided 
on the following evaluation of risks: 

1. If the danger to mother or child by vaginal 
delivery is less, cesarean section is contraindicated. 

2. If the danger to mother or child by vaginal 
delivery is equal to that by cesarean section, then 
the type of delivery selected will depend on the skill 
of the obstetrician. Some of the problems which 
arise in this group are now included in the modern 
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indications for cesarean section where formerly vagi- 
nal delivery was indicated. 

3. If the danger to mother or child is greater by 
vaginal delivery, then cesarean section is indicated. 

Fetal-pelvic disproportion at the inlet may be 
recognized before the onset of labor by the physical 
signs of abnormal presentation, high presenting part, 
premature rupture of the membranes, and pelvic 
mensuration. The following criteria should be used 
in evaluation of contracted pelvis with disproportion 
at the inlet: shape of the inlet, anteroposterior diam- 
eter (true conjugate), transverse diameter, and size 
of the fetus, particularly of the head. 

The best method of individualizing fetus and pel- 
vis by physical examination was first described by 
Muller, and later improved by Hillis, and consists 
of placing a finger in the rectum or vagina while the 
other hand (or an assistant) presses on the fundus. 
In this way the head is brought down to engage- 
ment, or below, if there is no disproportion. If dis- 
proportion is present it cannot be engaged. (Engage- 
ment is defined as being present when the head covers 
three-fourths of the symphysis pubis, two-thirds of 
the sacrum, and the most dependent portion of the 
skull, not scalp, reaches an imaginary line drawn 
between the ischial spines. This is known as “‘sta- 
tion O”’). In flat pelves the head must descend 1 cm. 
lower before it is engaged. When disproportion at 
the inlet has been discovered during pregnancy, by 
physical signs and pelvimetry, then complete roent- 
gen studies should be made and the case evaluated. 
If disproportion is extreme, elective cesarean section 


should be selected; if moderate, the patient should 


be given a test of labor. A satisfactory method of 
evaluating the degree of disproportion is found again 
in the Muller-Hillis maneuver and the author uses 
the following standards: 

1. Severe disproportion exists if, in the presence of 
a well developed lower uterine segment, the head 
cannot be brought lower than 3 cm. short of engage- 
ment (station—3). An elective cesarean section is 
indicated and other common signs of disproportion 
usually are present. 

2. Moderate disproportion exists if the head can 
be brought lower than 3 cm. short of engagement 
but still does not engage (between station—3 and 
station O). A test of labor is then indicated. It is in 
this group that disproportion is often missed, partic- 
ularly if the head can be brought down to station—1. 
Too often it is interpreted as reaching station O, or 
even +1 where a little more care and skill in making 
the examination would show the true condition. 

At present there is no clearly defined test of labor 
other than the well known anatomicophysiologic 
test and this is usually too prolonged to be con- 
sidered safe; a proper decision can be made long be- 
fore such a severe test is completed. The most im- 
portant factors involved in a test of labor are (1) 
the shape and size of the pelvis; (2) the size of the 
baby and degree of molding; and (3) the strength 
and frequency of uterine contractions. These factors 
involve so many variables that there are no stan- 
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dards used other than an arbitrary number of hours 
selected by each individual obstetrician. The im- 
patient and the surgically minded prefer a short 
time, the more patient and conservative ones prefer 
a longer time. The author attempts to solve this 
problem by use of the following standards: 

After labor is established, with a good uterine con- 
traction lasting longer than 30 seconds, at 5 minute 
intervals or oftener, and showing some shortening 
and effacement of the cervix, a Muller-Hillis man- 
euver is done every 3 or 4 hours. The shorter inter- 
val is used when the labor is more active and the 
longer, if less active. If the test is going to succeed 
it will be found that with each maneuver the head 
can be brought to a slightly lower level, and the test 
may be continued. However, if at the second of two 
successive maneuvers progress is stationary and the 
head cannot be brought to a lower level than at the 
previous examination, the test should be considered 
a failure and the baby delivered by cesarean section 
without further delay. Thus, a decision can be 
reached before the complete dilatation and the 2 
hours of labor required by the anatomicophysiologic 
test. In fact, the success of the test is dependent on 
the fact that in normal labor the head will descend 
through the pelvic inlet before the cervix is fully 
dilated. 

Contraction of the midpelvis is occasionally seen, 
usually in android and anthropoid pelves, and is first 
recognized during the physical examination by the 
prominence of the ischial spines. As soon as this is 
discovered the sacrosciatic notch should be palpated 
and its width in fingerbreadths noted. A test of 
labor may be permitted in midplane contraction 
since the head is not too low at this level to be reached 
by abdominal section. Such tests should not last a 
long time but if progress is definitely arrested at the 
ischial spines cesarean section should follow promptly. 

A contracted outlet, severe enough to require 
cesarean section, is quite rare but must be recog- 
nized early. Once the descending head has reached 
the narrow outlet and obstruction develops, a de- 
structive operation is the proper treatment, for, with 
the narrow intertuberous transverse diameter and 
the short posterior segment due to the shallow sa- 
crum, the baby will be badly damaged or killed if 
forceps are attempted. 

Stenosis of the cervix is commonly acquired rather 
than congenital, and usually requires cesarean sec- 
tion. It follows one of the varieties of surgical treat- 
ment to the cervix, since any procedure that leads 
to extensive scar tissue will cause rigidity. 

If the patient has reached term and a tumor takes 
up enough space in the pelvic inlet to cause dystocia, 
she should be delivered by cesarean section. 

Patients with congenital anomalies require cesar- 
ean section whenever they cause stenosis and ob- 
struction, otherwise they do not interfere with labor. 
One condition that should be watched is the double 
uterus. If the nonpregnant uterus becomes incar- 
cerated in front of the fetus, it will act the same as a 
blocking tumor, and cesarean section is indicated. 
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Since spastic contraction rings can be diagnosed 
positively only by a hand in the uterus, they are not 
often recognized. Most of such manifestations of 
local tetany respond to antispasmodics such as 
demerol and scopolamine in combination, but if a 
permanent constriction ring is present only cesarean 
section will deliver the baby. 

Placenta previa and premature separation of the 
placenta have much in common as far as indications 
for cesarean section are concerned. The two chief 
points for consideration are the amount of bleeding 
and the degree of cervical dilatation. Active bleed- 
ing requires prompt treatment and the quickest way 
to control such hemorrhage is to deliver the baby 
and placenta. If the cervix is incompletely dilated, 
preliminary operations to complete dilatation only 
add further trauma and hemorrhage, making a bad 
case worse. Cesarean section solves the problem 
quickly and efficiently. If the bleeding is only slight, 
more conservative measures may be used; or if the 
cervix is fully dilated, forceps or even version are 
indicated. The big danger in cases of hemorrhage is 
active bleeding in the presence of an incompletely 
dilated cérvix, and in such a situation cesarean sec- 
tion should be the first treatment considered. While 
in placenta previa, cesarean section is usually indi- 
cated in the centralis and partialis varieties, the 
marginal type may be treated by more conservative 
methods such as puncture of membranes, Braxton- 
Hicks version, Willett’s traction forceps, and others. 
In premature separation, particularly abruptio pla- 
centac, with a long cervix, cesarean section is to be 
chosen. In the milder types the accepted conserva- 
tive methods may be used, especially if the baby is 
dead, but if there is a chance to obtain a living child 
cesarean section offers the best hope and the burden 
of proof of correct judgment lies on him who decides 
otherwise. 

Cesarean section is indicated in heart disease only 
when there is a prospect of obstruction due to dis- 
proportion or to dystocia from other causes. 

Labor in thyrotoxicosis and pulmonary tubercu- 
losis should be treated on the same principles as heart 
disease. Diabetes may require cesarean section in 
those cases in which the chorionic gonadtropin levels 
persist above normal, in spite of adequate estrogen 
and progestin therapy, with the consequent danger 
of an oversize, over-term, dead fetus. Here an elec- 
tive cesarean section is indicated about 2 weeks 
before the calculated date, provided palpation and 
abdominal mensuration show the fetus is large 
enough to be viable. Sterilization per se is not an 
indication for cesarean section. 

There are a number of fetal indications for cesar- 
can section. Abnormal presentation and position is 
one of the signs of pelvic inlet contraction before the 
onset of labor, as stated earlier; but this does not 
mean that disproportion is the only cause. In gen- 
eral, abnormal presentation in a contracted pelvis is 
an indication for cesarean section, but when the con- 
traction is only slight and the fetus small, vaginal 
delivery is the better choice. Transverse presenta- 
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tions are particularly dangerous and a primigravida 
with dry labor should be sectioned even if the pelvis 
is normal. 

Breech presentations in a primigravida should be 
studied carefully; if the pelvis is contracted more 
than a slight degree, elective cesarean section is indi- 
cated. Elderly primigravidas approaching 40 years 
of age should be treated in the same way even if the 
pelvis is normal since the baby has a high priority, 
and it is impossible to predict how the after-coming 
head will descend through the pelvis. Of course, 
greater pelvic contractions require cesarean section 
unless it has been proved that a large sized baby can 
be delivered safely through the birth canal by previ- 
ous successful labors; for there is no way of conduct- 
ing a test of labor in either breech or transverse pre- 
sentations. The correct decision must be made, at 
the latest, before the first stage is completed. 

Fetal monsters commonly present abnormally and 
can be recognized in most instances by roentgen 
studies. The most treacherous cases are hydro- 
cephalus with breech presentation and soft tissue 
tumors that do not cause a shadow on x-ray film. 
In general, monsters are not an indication for cesar- 
ean section but should be treated by destructive 
operation after the cervix is fully dilated. Rarely 
cesarean section must be done when a vaginal deliv- 
ery is impossible. 

Marked variation of the fetal heart rate during 
labor is one of the newer indications for cesarean 
section and this indication should be used with cau- 
tion. It is usually a sign of cord complications, such 
as forelying cord, occult prolapse of the cord, tight 
loops and coils of a long cord, or an unduly short 
cord. This is not an indication for cesarean section 
before the onset of labor unless the fetal heart rate 
shows very marked change of rate. The best example 
of such indication is seen in a primigravida with very 
little cervical dilatation and marked variations of 
the fetal heart rate between pains. 

The elderly primigravida of 40 years or over usual- 
ly should be delivered by elective cesarean section 
because of the high priority value of the baby. In 
most cases this is the woman’s only chance to have 
a baby, and with the difficulties of labor likely to be 
encountered it is best to offer the fetus every oppor- 
tunity for safe delivery. Again this is a generaliza- 
tion and there are occasional exceptions, for each 
case should be decided on its own merits. Last of 
all, cesarean section in a dying mother or immediately 
postmortem is a fetal indication that should not be 
forgotten. 

The dictum of ‘‘once a cesarean section always a 
cesarean section” is not necessarily true; for with 
careful study, observation and skill, certain patients 
who previously have undergone cesarean section 
may be delivered successfully through the birth 
canal. Elective cesarean section is required in all 
cases in which the previous indication was contracted 
pelvis, likewise if wound healing at the former section 
was complicated by endometritis and uterine infec- 
tion, since there is danger of rupture of the uterine 
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scar during the next labor. In other words, cesarean 
section is indicated in a succeeding labor if there is 
danger of obstruction, dystocia, or rupture of the 
uterine scar due to poor wound healing. Delivery 
through the vagina may be considered and attempted 
if the previous section was for hemorrhage, toxemia, 
or some similar indication in which the problem of 
dystocia was not involved and convalescence was 
uncomplicated by infection. 

There is no substitute for thorough study, careful 
observation, and skill. CHARLES Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Fetal Mortality in Breech Deliveries. Warp F. SEF- 
LEY. Am. J. Obst., 1949, 57: 113. 


A survey of 1240 breech deliveries in the two 5- 
year periods from 1932 to 1936 and from 1942 to 
1946 at the Harper Hospital and at the Herman 
Kiefer Hospital, Detroit, Michigan, shows that even 
in expert hands the fetal risk in breech presentation 
is greater than in vertex presentation. 

The very high gross fetal death rate often at- 
tributed to the breech position is, to a great extent, 
due to the inclusion of very premature infants who 
would have little chance of survival with any posi- 
tion, of those severely malformed, and of those al- 
ready dead on admission. 

There is no increased risk for viable prematures 
when presenting by breech, yet birth weight is an 
important factor in fetal death. Babies of medium 
weight have the best chance of survival. 

The frank breech position does not seem to in- 
crease the fetal risk. The length of labor is not an 
important factor. 

Babies of elderly primiparas with breech presenta- 
tion have a higher mortality if they are delivered 
vaginally. 

Prolapsed cord is a definite added hazard as it 
occurs six times more frequently in breech than in 
vertex presentations. 

The maternal risk is not increased, and mortality 
is due to associated conditions not due to the breech 
presentation. A slight increase in morbidity follows 
perineal injury, which can be prevented by episi- 
otomy. 

Prophylactic version deserves more universal con- 
sideration. Elderly primiparas, patients with pelvic 
contraction, even though of mild degree, primiparas 
with large babies, and cases with various combina- 
tions of these conditions deserve careful considera- 
tion of delivery by cesarean section. Better care 
should aid in reducing the mortality among fetuses 
developed sufficiently for extrauterine life. 

The importance of the skill of the attendant is well 
exemplified by the survey. From 1932 to 1936, when 
the deliveries were conducted by internes and resi- 
dents, the stillbirth and neonatal mortality for full 
term infants was 6.5 per cent. From 1942 to 1946, 
when 95 per cent of the deliveries were by skilled 
attending men, this mortality was 3.5 per cent. 

Joun R. Wotrr, M.D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Several Indications for Infiltration of the Renal 
Pedicle During Pregnancy and the Puerperium 
(De qualques indications de l’infiltration du pédicule 
rénal pendant l'état gravido-puerpéral). Rivirre, 
Manon, CHASTRUSSE, and SoumIREU. Gyn. obst., 
Par., 1948, 47: 646. 

It has been determined experimentally that section 
of the renal pedicle brings about vasodilatation of 
the renal arteries and diuresis. This same effect can 
be induced by infiltration of the renal pedicle with 
novocain. It has been noted clinically that novocain 
infiltration of the renal pedicle employed in the treat- 
ment of nephritic colic also abolished the spasm of 
the ureter and pelvis, bringing about a vasodilatation 
and a polyuria, and a secondary fall in the blood 
pressure. This effect was proportional to the extent 
to which nervous reflex mechanisms were involved 
in the anuria. 

During the pregnant and puerperal states anuria 
or oliguria is not rare; it is often seen in eclampsia, 
pre-eclampsia, retroplacental hemorrhage, pyelone- 
phritis, and in all of these cases vascular spasm is of 
great importance. The authors believe that this is a 
functional spasm which can be relieved by novocain 
infiltration of the renal pedicles (the technique is not 
described). These effects cannot be so dramatically 
shown in the woman who has underlying renal dis- 
ease. 

Infiltration of the pedicles can also induce diuresis 
in cases of postabortion nephritis. Cases of the latter 
are described in which the abortion had been at- 
tempted by the use of certain poisons and by the 
intrauterine instillation of soapy water. Typically, 
an acute nephritis with anuria was produced, the 
treatment for which consisted of penicillin and novo- 
cain infiltration of the renal pedicles; if the latter 
procedure was not successful, immediate decapsula- 
tion of the kidneys was done. One per cent novocain 
was employed, 25 c.c. in each pedicle; in a few cases 
decapsulation was carried out. 

Fourteen cases were reported: 5 cases of eclampsia 
with anuria, all responding favorably to infiltration 
by diuresis; 2 cases of severe toxemia, both ending 
fatally in spite of therapy which included infiltration; 
5 cases of postabortive nephritis following the use of 
soapy water in the uterine cavity as an abortifacient 
—diuresis followed infiltration in 3 of these cases; 
2 cases of toxic nephritis with anuria following the 
ingestion of poisonous abortifacients—diuresis fol- 
lowed infiltration in 1 case, while the other ended 
fatally. 

Infiltration of the renal pedicles deserves merit in 
all cases of anuria and oliguria observed during the 
pregnant and puerperal state. Failure of this proce- 
dure to induce diuresis is an indication for renal 
decapsulation, for it signifies that the functional 
state is passed and that the obstruction has become 
mechanical. In the cases of postabortive nephritis 
this is indicated especially; in the prevention of this 
renal complication of abortion, caused by the 
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methods described, early infiltration can be life- 
saving. Puitip B. Cuase, M.D. 


Indications for Renal Decapsulation During the 
Pregnant and Puerperal State (Les indications 
de la décapsulation rénale au cours de |’état gravido- 

uerpéral). R. Manon and H. Dax. Gyn. obst., 
ar., 1948, 47: 653. 

In the pregnant and puerperal state, when anuria 
and azotemia appear and are resistant both to medi- 
cal treatment and to the infiltration of the renal 
pedicles with novocain, early decapsulation of the 
kidneys affords the best chance of initiating diuresis. 
Renal decapsulation in the pregnant woman is not 
a new operation, having been performed first in the 
United States in 1903 and in France in 1905. The 
old indication was a persistent anuria 24 hours after 
delivery of the fetus, but in recent years this proce- 
dure has only been attempted in the anuria following 
criminal abortion. Decapsulation does not have an 
excellent reputation, and was formerly used only 
as a last resort. However, it has its merits as a 
procedure to be employed in a definite anuria which 
does not respond to other therapeutic measures and 
which is complicated by a progressive azotemia. 
This train of events usually arises in the following 
situations: 

1. In criminal abortions, following either the 
ingestion of poisons or the intrauterine injection of 
soapy water, accompanied in the latter case by gas 
bacillus (Clostridium welchii) infection. 

2. Incertain forms of gravidotoxic pyelonephritis. 

3. After certain eclamptic states. 

The anuria following attempted criminal abortion 
by the taking of poisonous abortifacients is the most 
serious of the various symptoms which must be 
treated. Extreme congestion and cytolysis of the 
kidney parenchyma and tubules are noted patho- 
logically, the result of a slowly developing process 
which can be checked by decapsulation. 

“Soap nephritis,” a form of toxic nephritis, can 
follow the intrauterine injection of soapy water; its 
most serious complication is anuria and secondary 
azotemia which is treated most successfully by renal 
decapsulation. This should be accompanied by peni- 
cillin therapy and other such measures as the in- 
travenous injection of fluids and novocain infiltra- 
tion of the renal pedicles. There should not be more 
than a 24 hour delay, then decapsulation should be 
done, first on one kidney and then on the other 2 or 
3 days later. 

Clostridium welchii bacillus can produce a severe 
generalized toxemia of which nephritis with anuria 
and secondary azotemia is the most serious mani- 
festation. Although penicillin may check the initial 
infection, the anuria and azotemia may persist, and 
only decapsulation can initiate diuresis. Even when 
hysterectomy is indicated because of gangrene, de- 
capsulation should be carried out. 

In the anuria of gravidotoxic pyelonephritis, renal 
decapsulation has its place in treatment along with 
the intravenous injection of fluids and novocain infil- 
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tration of the renal pedicles. Two cases of gravido- 
toxic pyelonephritis, one a chronic nephritis aggra- 
vated by pregnancy, the other an acute nephritis 
appearing in the course of a pregnancy, are reported. 
All of the symptoms of eclampsia disappeared follow- 
ing delivery except the anuria and azotemia which 
responded only to decapsulation of both kidneys. 
At operation renal biopsies were taken and disclosed 
a nephritis with extensive tubular epithelial destruc- 
tion and cytoplasmic vacuolization, which left no 
doubt as to the severe derangement of the renal 
physiology. It is concluded that in all cases of post- 
eclamptic anuria, decapsulation of the kidneys should 
be done when medical management fails. 

In anuria occurring late in pregnancy it is advis- 
able to empty the uterus before term, delivery of the 
fetus frequently bringing about renal decongestion. 
However, if it occurs early in pregnancy before the 
fetus is viable, renal decapsulation should be carried 
out and the integrity of the pregnancy maintained 
if possible. Puitip B. Cuase, M.D. 


NEWBORN 


Umbilical Healing and Infection (Ueber Nabelheilung 
und Nabelinfektion). Witnetm H. THIELE. Ge- 
burtsh. & Frauenh., 1948, 8: 774. 


The author calls attention to the dangers which 
appear after the dried remnant of the umbilical 
cord has sloughed off. In view of the relatively long 
time it takes for complete epithelization to occur 
and the presence of pathogenic bacteria, the equilib- 
rium between bacterial virulence and body defense 
can easily break down. 

The resulting infection may take various forms. 
There may ensue an acute peritonitis or fulminating 
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sepsis. What seems to be merely a nutritional dis- 
turbance may also develop. 

With signs of poor nutrition, especially in the 
breast-fed infants, one must consider umbilical in- 
fection. The diagnosis is made by inspection. Prob- 
ing for pus may be dangerous. The recommended 
treatment of the sloughing cord is the so-called 
“dry method” of management. 

WARREN R. Lane, M.D. 


MISCELLANEOUS 


Kidney Function in the Fetus. Samvet T. THIeEr- 
STEIN, FRED D. COLEMAN, and FRANK H. TANNER. 
Am. J. Obst., 1948, 56: 1178. 


In the present article the authors state that since 
the kidneys are functioning at birth, one frequently 
observes urination a very short time after birth. 
Knowing that the infant is born with a full bladder, 
one can speculate on how frequently the fetus uri- 
nates during the last months of fetal life and in what 
quantities urine is secreted. 

A case report is presented of an infant delivered 
with an enormously distended bladder containing 
4,200 c.c. of urine.. The extreme abdominal enlarge- 
ment prevented delivery of the baby until the blad- 
der was incised and the fluid evacuated. The kid- 
neys were normal except for secondary changes due 
to secreting against pressure. The urethra was 
patent, and the cause of the obstruction, or lack of 
elimination of the urine from the bladder, can only 
be surmised. 

The volume of urine found in the bladder of this 
infant may be a clue to the approximate amount 
secreted by all fetuses during the last months of 
intrauterine life. Joun R. Wotrr, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Adrenalectomy in the Treatment of Arteritis (La 
place de la surrénalectomie dans le traitement des 
artérites). LucrEN Lecer, A. Matuivat, and S. 
TcHEeKorr. Presse méd., 1948, 56: 898. 


Arteritis occurring in young and middle-aged 
patients can sometimes best be treated by unilateral 
adrenalectomy. This is true particularly in patients 
in whom medical treatment and lumbar sympathec- 
tomy have failed. 

Experimental evidence that hyperadrenalism pro- 
duces peripheral arterial lesions has been obtained 
by Leriche and others who transplanted adrenal 
glands subcutaneously in rabbits every 4 or 5 days. 
These animals developed peripheral arterial throm- 
boses. Leriche observed gangrene develop in the 
paw of one animal after the fourth transplant. 

The operation of adrenalectomy in the treatment 
of arteritis was introduced by Oppel in 1917, and 
later revived by Leriche and his school. Many 
modern surgeons have abandoned it because they 
thought that the results obtained were not suffi- 
ciently good to warrant such an extensive operation. 
Many failures in the past are attributable to lack of 
understanding of the indications for the operation. 

The authors have used this operation in the treat- 
ment of 25 patients since 1943 without an operative 
death. These patients suffered from an occlusive 
type of peripheral arteritis of the lower extremities. 
The disease is of unknown etiology, it affects younger 
patients, and it was particularly frequent after the 
recent World War. Among the 25 patients, none 
had diabetes, syphilis, or Buerger’s disease. 

A total removal of one adrenal gland is done 
through a lumbar approach with removal of the 
twelfth rib. Usually the left adrenal is resected, 
sometimes the right. The lumbar sympathetic chain 
is not disturbed. 

Among the 13 cases which have been followed 
postoperatively for 2 years or more, the results in 8 
were classified as good, in 2 as fair, and in 3 as 
failures. However, even in patients who did not 
present a satisfactory result, there was no further 
progression of the pathologic process, and no patients 
required amputations of the major extremities. 

Of the 25 adrenal glands removed none was nor- 
mal morphologically. The most common gross lesion 
was hyperplasia of the adrenal cortex, resembling 
that sometimes seen in patients with hypertension. 
Microscopic changes included thickening of the cap- 
sule, hyalin changes and sclerosis of the capsular 
vessels, sclerosis of the zona glomerulosa, hyperplasia 
of the zona fasciculata, hyperplasia of the zona 
reticulosa in 7 cases and atrophy in 5 cases, and 
islands of lymphocytes in the zona fasciculata. 

Although the authors have obtained good results 
in 2 patients over 60 years of age, they emphasize 


that it is in those below 50 in whom the operation is 
indicated. The arteries must still show ability to 
constrict, and gangrenous lesions, if present, must 
not be too far advanced. 

FREDERICK W. Preston, M.D. 


Megaloureter: A Report of 2 Cases. J. H. Carver. 
Brit. J. Surg., 1948, 36: 168. 


Two patients with unilateral hydronephrosis and 
hydroureter are reported. Nephroureterectomy was 
performed in both cases. The specimens presented 
marked hypertrophy of the muscularis, normal ure- 
teral orifices, and little or no infection. The etiology 
of megaloureter is discussed. The author prefers to 
attribute his 2 cases to neuromuscular imbalance at 
the ureterovesical junction and offers them in sup- 
port of Hurst’s theory of achalasia. 

Ormonp S. Cup, M.D. 


Diverticulum of the Ureter (Divertficulo del uréter). 
PEepRO MorREYRA BERMAN and ALBERTO HALAC. 
Bol. Soc. cir. Cordoba, 1948, 9: 123. 


Diverticulum of the ureter is very rare. Diag- 
nosis is made only from urographic studies. The 
case reported by the authors was that of an other- 
wise healthy man of 35 years who complained of left 
lumbar pain. Cyscostopy was of no value but ure- 
teral catheterization revealed deficient elimination 
of the left kidney and x-ray films of the lower third 
of the left ureter demonstrated a large saccular 
diverticulum. The condition is considered embry- 
ologic in origin, the abnormality probably arising 
from the wolffian canal. 

Treatment depends upon the location of the diver- 
ticulum. The indwelling catheter should be used 
when surgery is done and should remain in situ until 
healing is completed, regardless of whether the diver- 
ticular sac is excised, ligated, or transplanted into 
the bladder. When the kidney is diseased uretero- 
nephrectomy may be indicated. The authors’ case 
was treated by simple ureteral catheterization and 
dilatation of the orifice of the diverticulum until all 
subjective symptoms disappeared. The prognosis 
depends on the circumstances complicating the find- 
ings. STEPHEN A. ZIEMAN, M.D. 


Implantation of Secondaries from a Renal Car- 
cinoma (Hypernephroma) within the Ureteral 
Lumen. Jas. B. Macatpine. Brit.. J. Surg., 1948, 
36: 164. 

Five years after a left nephrectomy was performed 
for “hypernephroma,” a 44 year old female had re- 
currence of hematuria which came from the ureteral 
stump. Ureterectomy revealed two tumors within 
the lumen, both of which were histologically similar 
to the cortical neoplasm. 

Thirteen years after the nephrectomy a metasta- 
sis was removed from the left temporal lobe of the 
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brain of this patient, but she died 1 year later with 
liver metastases. 

The literature is reviewed to ascertain if the spread 
of nonpapillary renal carcinoma was similar to the 
metastasis in this case. Very few authentic examples 
could be found. Ormonp S. Cutp, M.D. 


A New Method of Implantation of the Ureter into 
the Urinary Bladder (Novy zpisob implantace 
motovodu do méchyfe). Lupvik HavtAsex. Lék. 
listy, 1948, 3: 545. 

At the Obstetrical and Gynecological Clinic in 
Briinn, Czechoslovakia, during the period from 1925 
to 1947, 21 operations for fistula of the ureter were 
done. Twenty patients presented vesicovaginal fis- 
tulas, while 1 patient presented a combined vesico- 
vaginal fistula with suprapubic extension through 
the operative scar. In 3 patients both ureters were in- 
volved. Seventeen of the cases resulted from the 
Wertheim panhysterectomy, 2 from the Schauta 
vaginal panhysterectomy for cancer of the cervix, 2 
from a simple hysterectomy for uterine fibromyoma, 
and 1 from injury during criminal abortion. Three 
of the patients were treated by nephrectomy and the 
remainder underwent vesicoureteral implantation. 

From 1936 on, 6 of the patients were subjected to 
a modified Sampson implantation. In 1 woman the 
injury was bilateral, and it is these 7 implantations 
which form the basis of this report. The lower end 
of the proximal stump of the severed ureter is shaped 
into 2 flaps, as in the original technique of Sampson, 
and these are introduced through the incision in the 
bladder wall and then spread out and fastened to 
the inner surface of the bladder wall by mattress 
. sutures passed back by separate nontraumatic 
needles through the bladder wall from the inside. 
The incision in the bladder wall is a simple cut made 
over the tips of a curved forceps introduced through 
the urethra into the bladder. The tips of the forceps 
then grasp another suture, which catches the ure- 
teral wall above the flaps, and traction on this extra 
suture is what pulls the ureteral stump through the 
bladder incision into the vesical cavity. After the 
flaps are sutured, this extra suture, which is led out 
through the urethra, is then used for traction to pull 
the entire funnel-shaped implantation area into 
the vesical lumen. The walls of this invaginated 
bladder wall are then stitched with finest catgut 
around the ureter above the area of implantation, 
and the latter area is left protruding in valvelike 
fashion into the cavity of the bladder. The incision 
is placed as close as practicable to the original ure- 
terovesical opening, and the distal stump of the 
ureter is closed and stitched in such a manner to the 


structures of the pelvis as to bring the mobilized 


bladder high up under the urethra (Latzko). The 
ureteral stump is implanted in an oblique direction 
through the muscular wall of the bladder and the 
folds are raised and stitched above the ureter as in 
the method of Witzel. 

A retention catheter is left in place for 10 days or 
longer, the bladder is washed out daily with a weak 
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silver chloride solution and plenty of fluids, and 
urinary antiseptics are administered. 

Two of the patients had received an injury during 
the Wertheim operation; the wound in each case 
was recent, clean, and especially favorable for cure. 
Both the immediate and late results were excellent. 
In the remaining 4 patients (in 1 of whom the injury 
was bilateral) a fistula had been present. Here 
again the immediate and later results were good; in 
the fourth woman the fistula recurred and cure was 
obtained by nephrectomy. 

The patients of this group who were operated 
upon successfully were later subjected to cystoscopy, 
descending pyelography, and ureteral catheteriza- 
tion for periods ranging from 1 to 4 years. In every 
case the new aperture was wide, the urine was dis- 
charged rhythmically, yet in only 1 case could a re- 
flux be detected. In 2 instances following the opera- 
tion, a cystopyelitis lasted for a year or so; in the 
bilateral case the implantation was made into the 
vertex of the badder and this was followed by much 
suffering (cystopyelonephritis) in the 414 year period 
until the patient’s death from carcinomatous metas- 
tases. 

On the whole, however, the trifling disturbances, 
such as moderate dilatation of the ureter and kidney 
pelvis, swelling and edema of the implantation flaps, 
and delay in the appearance of the dye in the kidney 
tests, tended to disappear in time. The author re- 
gards the operation, as here described, especially 
well adapted anatomically, biologically, and func- 
tionally, for the operative treatment of injuries and 
fistulas of the ureter. Joun W. BRENNAN, M. D. 


Results in Ureterointestinal Anastomosis. Morris 


ScHNITTMAN. J. Urol., Balt., 1948, 60: 421. 


A slightly modified form of the Coffey I operation 
for ureterointestinal anastomosis is described. In a 
series of 12 cases in which this technique was em- 
ployed the normal pyelograms were increased from 
25 to 80.9 per cent as compared to results following 
the original Coffey I operation. 

It is the author’s belief that the close observation 
of the following principles was largely responsible for 
the improvement: 

1. The rectosigmoid should be freely movable; if it 
is not, mobilization is indicated. 

2. A minimum portion of the ureter should be 
freed, to prevent angulation and injury to the blood 
supply. 

3. An adequate trough should be made. Lateral 
flaps at least 1.5 cm. in width are formed. With the 
bowel held with moist saline gauze, a longitudinal 
incision is made in the taenia through most of the 
circular muscular fibers. However, a very thin layer 
of circular fibers is left intact with the mucous mem- 
brane ‘“‘pouting out” in a few places. With the bowel 
grasped gently by the gauze-covered hand and with 
the aid of a fixation forceps, the flap is started in the 
incised portion of the bowel where there are still a 
few intact circular fibers. The seromuscular layer is 
then peeled back in-a plane between the severed and 
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intact circular fibers, at right angles to the line of the 
incision. 
The ureter is inserted into the bowel through a 
transverse incision in the mucosa. 
Freperick A. Lioyp, M.D. 


BLADDER, URETHRA, AND PENIS 


Cystitis Emphysematosa. Maric ORTMAYER. J. 
Urol., Balt., 1948, 60: 757. 


About 50 cases of human cystitis emphysematosa 
have been reported in the literature; four-fifths of 
these are autopsy reports. The condition is distinc- 
tive in that vesicles are formed in the mucosa of the 
urinary bladder. These are filled with gas. Investi- 
gation has shown that the infecting organisms can be 
made to grow with gas formation in vitro if the px is 
favorable. The organisms cultured have nearly al- 
ways been of the Bacillus coli communis group. 

The disease is generally accompanied by bloody 
and frequent urination, rarely with pneumaturia; 
crepitation over the bladder area is sometimes felt. 
The plain x-ray film may show a ring of air outlining 
the bladder. The cystoscopic view is quite striking, 
with the shining, silvery vesicles standing out from 
the mucosal surface; these resemble air bubbles in 
their reflectability, and have purplish edges. 

The author’s patient was a 69 year old diabetic fe- 
male who presented bloody urine with frequency. 
She was found to have a low grade fever, a high 
fasting blood sugar, and glycosuria. The bladder 
presented the appearance of being covered with air 
bubbles everywhere; many were hemorrhagic at their 
circumferences. The cysts were from 4 to 10 mm. in 
diameter and, in places, were arranged in clusters. 
Some of these burst under vision, and released gas. 
The cultures of urine from the bladder and both 
kidneys yielded Bacillus coli. Cultures for tubercle 
bacilli were negative. A repeat cystoscopy 4 days 
later showed marked regression of the disease, only 
a few blebs remaining. The patient had a huge hy- 
dronephrosis and hydroureter which were removed 
surgically. She recovered completely. 

This represents the twelfth case of this disease 
which has been reported after being discovered at 
cystoscopy. JosrerH E. Maurer, M.D. 


Condition of the Bladder and Ureters After Ne- 
phrectomy for Renal Tuberculosis (Sur l'état de 
la vessie et des uretéres aprés la néphrectomie pour 
tuberculose rénale). PIERRE MureEtv. Bordeaux chir., 
1948, No. 1: 5. 

The author reports some representative cases 
following nephrectomy for renal tuberculosis on 
which he bases the following conclusions: 

The nontuberculous ureteral stump undergoes 
very little change after nephrectomy; its tonicity 
and motility persist long after the operation without 
presenting any noticeable change. However, the 
lesions of the tuberculous ureteral stump, like those 
of the bladder, regress and disappear gradually; a 
process of fibrous cicatrization eliminates the speci- 
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fic lesions and fills the lumen of the ureter. Two 
years after operation permeability of the ureter is 
still the rule and obliteration the exception; but 3 
years after operation the reverse is true. 

The tuberculous ureter may be the source of 
complications, such‘as persistence of pyuria, urinary 
or purulent fistula, and ureteral abscess. These 
complications usually heal under simple therapeutic 
measures. 

Ureteral reflux is induced by the changes in the 
bladder and bladder neck as much as by the ure- 
teral lesions; it is a serious complication which 
menaces the function and favors tuberculous in- 
fection of the remaining kidney. Bladder denerva- 
tion by pelvic neurotomy or anesthetic infiltration, 
or endoscopic resection must be tried in such cases; 
if these measures fail or if the bladder has lost all 
functional value through cicatricial contraction, 
ureterosigmoid anastomosis will give good results; 
but if the anatomic condition of the ureter does not 
allow this anastomosis, the last possible recourse 
will be cutaneous ureterostomy. 

The author has noted a peculiar modality of cer- 
tain residual urines: when the bladder is filled with 
opaque solution, the kidney and ureter also become 
filled by reflux; if the catheter is then removed and 
the patient is made to void, the film taken imme- 
diately thereafter shows the bladder to be still filled 
(residue), but the kidney and ureter are empty. It 
would seem that in this case of passive reflux the 
residue does not designate difficulty in the evacua- 
tion of the bladder but a filling of the organ by the 
previous renoureteral contents. This would explain 
the usefulness of bladder drainage by an indwelling 
catheter. 

As the ureteral stump may cause complications, 
it is more logical to prevent them by some simple 
precautions which do not aggravate the surgical 
intervention. Thus, exonephrectomy has given 
favorable results. In this procedure, section of the 
renal pedicle allows exteriorization of the kidney, 
which remains attached only by its ureter; the in- 
cision is closed completely, after which the ureter 
is cut between two clamps and the stump is kept 
exteriorized in the lower angle of the wound by a 
special clamp or a small collar of gauze. In cases in 
which the ureteral or periureteral changes make this 
procedure impossible, the sheathing method of Dor 
can be used. In this method, the ureteral stump, 
which has been cut by thermocautery between two 
clamps, is introduced into a tightly fitting drain by 
pulling on the stump ligatures that have been left 
long for the purpose. The wound Is closed around the 
drain, which may be used to inject antiseptic sub- 
stances. RicHARD Kemet, M. D. 


Tumors of Diverticula of the Urinary Bladder (Les 
tumeurs des diverticules vésicaux). Jacques MI- 
cHon. J. urol. méd., Par., 1948, 54: 438. 


Coexistence of diverticula and tumors of the blad- 
der is not very rare, but the development of a neo- 
plasm within a diverticulum is very unusual. Re- 
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ports of approximately 100 such cases, all in males, 
have been published. This is not surprising, inas- 
much as diverticula as such occur nearly exclu- 
sively in the male sex, and the frequency of cancer of 
the bladder in men is three times as great as in 
women. Tumors in diverticula are found mostly in 
the sixth decade of life. In the majority of the cases 
reported, the involved diverticula were found on the 
posterolateral aspect of the bladder. Acquired for- 
mations are more frequently affected than congeni- 
tal diverticula. The location of the tumors varies 
but most of them are at the base of the diverticulum. 
Malignant lesions are found seven times as often 
as benign. 

Stagnation of the urine within the diverticulum 
and inflammation of its mucosa are predisposing 
factors. 

Hematuria, slight or intensive, single or repeated, 
should arouse a suspicion of malignancy. In many 
instances, rectal examination may confirm the diag- 
nosis. Cystoscopic and roentgenologic examinations 
are essential for the establishment of the diagnosis. 
Filling defects can be visualized better after a direct 
introduction of the opaque medium into the diver- 
ticulum than after cystography or intravenous 
urography. : 

Electrocoagulation may be employed for the treat- 
ment of benign papillomas but diverticulectomy is in- 
dicated in the presence of malignant tumors. The in- 
traperitoneal route is the most popular either by the 
endovesical or extravesical method or a combination 
of both. Asa rule, the endovesical method alone does 
not allow a radical extirpation of the diverticulum. 
The submucous endovesical method is recommended 
by some authors because it facilitates the preserva- 
tion of ureters, but urograms and ureteral catheteri- 
zation make the other methods equally safe. If the 
ureter is sectioned inadvertently, or if a part of it 
must be removed because it traverses the tumor, a 
reimplantation is not advisable. A nephrectomy, 
> ‘tried or cutaneous ureterostomy is prefer- 
able. 

Although not very efficient, x-ray therapy may be 
employed in advanced stages. 

The prognosis of diverticular tumors is the same as 
that of other neoplasms of the bladder. 

In 1 case reported by the author a papilloma of the 
diverticulum was found concurrently with papilloma 
in another region of the bladder. In the 2 other cases 
a cancer of the diverticulum was present. 

JosepH K, Narat, M.D. 


Extravesical Radium Therapy in Cancer of the 
Bladder. R. Ocier Warp. Brit. J. Urol., 1948, 20: 
I9QI. 

A new technique is described for radium treatment 
of malignant bladder growths. To date, the author 
has used it in 6 cases, 5 of which are reported. By 
this method, radium needles are brought into ap- 
position with the neoplasm by implantation into 
the outer layers of the bladder wall without neces- 
sarily opening the bladder. 
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A complete preliminary study of the urinary 
tract, including cystoscopy and biopsy, is made 
routinely. The size, shape, and position of the 
growth are recorded to facilitate the extravesical 
placement of the radium needles at operation. The 
operating team includes a physicist to determine the 
dosage. At operation the bladder is mobilized and 
as the needles are placed in position from without, 
through a site determined to correspond to the in- 
travesical site of the tumor, a continuous cystoscopic 
check is made to prevent penetration of the cavity 
by the needle. If penetration does occur, the needle 
must be withdrawn to an area within the bladder 
wall to prevent the formation of a fistula. 

In this technique the bladder surface can be 
studied cystoscopically beforehand, the base of the 
tumor palpated, and the presence or absence of 
extravesical extensions can be seen at operation. 
Irradiation is given in maximum intensity to the 
base of the tumor, the part from which the most 
dangerous spread usually occurs. In the standard 
transvesical technique it is obvious that although 
the vesical surface of the tumor is in view, no esti- 
mate either of its thickness or of its extensions is 
possible. 

No excessive claims are made for this method of 
treatment. In 2 instances dramatic palliative results 
were achieved which obviated the need for a mutilat- 
ing operation. It is noted that in both of these cases 
there were no extravesical extensions. 

ALLAN K. Swersre, M.D. 


GENITAL ORGANS 


Cancer of the Prostate and Its Hormonal Manage- 
ment (Das Prostatakarzinom und seine hormonale 
Behandlung). Econ Witpsoiz. Deut. med. Wschr., 
1948, 73: 305. 

The author is of the opinion that the understanding 
of the hormonal effect upon the cancers of the pros- 
tate gland has completely changed the general atti- 
tude toward this disease. He quotes a personal com- 
munication from Deming, to the effect that tissue 
transplants of carcinoma of the prostate will grow 
in the anterior chamber of the eye of male mice, but 
not in female mice unless they receive massive doses 
of testosterone. The chemical similarities between 
vitamin D and the estrogenic substance has led him 
to try this vitamin. He has observed a definite bene- 
ficial therapeutic effect. 

Studies were carried out to observe the morpho- 
logical changes in estrogen therapy. It was noted 
that there is a vacuolization of the cancer cells, 
shrinking of the nuclei, and a definite reduction in 
the mitotic figures. 

In discussing the clinical aspects the author praises 
the value of the phosphatase determinations. These 
have helped both in the diagnosis and in the evalua- 
tion of the therapeutic effects. 

The results of therapy are based upon a study of 
77 cases. In 47 of these there was histologic proof of 
the diagnosis. Of the 77 patients, 60 were treated 
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with hormone therapy. The usual dosage was 5 
mgm. of stilbestrol per day. This was reduced to 
from 1 to 3 mgm. as soon as.the symptoms disap- 
peared. Castration also was employed in a good 
many cases. The author believes that this is not 
sufficient as there is a return of androgen in the blood 
after a period of time. This may have its origin from 
vicarious manufacture of the hormone in some of the 
other glands of internal secretion, probably the 
adrenal. The author thinks that all of this therapy 
should be held in abeyance until symptoms other 
than those of urinary obstruction make their ap- 
pearance. The obstruction can usually be managed 
by transurethral resection. One of the patients has 
survived 10 years with nothing other than several 
transurethral resections. 

As the hormonal therapy is proving its worth it is 
creating a new approach to both the therapy and the 
knowledge of prostatic cancer. Yet it does not ap- 
pear to be curative, so that selected cases should 
still be treated by radical perineal prostatectomy. 

Witi1aM C. Beck, M.D. 


MISCELLANEOUS 


Incontinence of Urine Caused by Dysplasia of the 
Vesical Neck, with Paradoxical Vesicoureteral 
Reflux. Nephroureterectomy and Young’s Op- 
eration. Classification of Urinary Incontinence 
(Incontinéncia urindria por displasia do colo da 
bexiga com refluxo paradoxal vesico-ureteral. Nefro- 
ureterectomia e operacao de Young. Classificacao 
da incontinéncia urindria.) GUERREIRO DE FARIA. 
Hospital, Rio, 1948, 34: 795. 

Complete incontinence of the urine caused by 
dysplasia of the neck of the bladder, a vesico- 
ureteral reflux, and megaloureter were observed by 
the author in a man, aged 22 years, who was born 
with a meningoencephalocele, lumbosacral spina 
bifida, deformities of the spine and the pelvis, 
paralysis and atrophy of the right lower extremity, 
and incontinence of the urine and feces. 

Intravenous and retrograde urography established 
the diagnosis of vesicoureteral reflux on the left 
side, congenital left hydroureter, and voluminous 
uronephrosis. The affected ureter and kidney were 
removed through a double incision, lumbar and 
pelvic. After the operation the pyuria disappeared 
and the incontinence became less pronounced. One 
and one-half years later the internal sphincter was 
repaired according to Young’s technique. A follow- 
up study showed complete recovery of the bladder 
function. Josepu K. Narat, M.D. 


The Treatment of Urinary and Genital Tubercu- 
losis with Streptomycin. FREepERIcK Ltoyp, 
GEORGE BAUMRUCKER, and OLIVER STONINGTON. 
Surg. Clin. N. America, 1948, 28: 1639. 

In an attempt to evaluate the effectiveness of 
streptomycin therapy in urinary and genital tuber- 
culosis, the authors reviewed the cases of 23 patients 
who were treated with 1 gm. (in two divided doses of 
0.5 gm. each) of this drug for a period of 120 days. 
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Sixteen patients completed the full course of 
streptomycin and were observed for periods of from 
1 to 8 months following completion of the therapy. 

The authors concluded from this series of patients 
that streptomycin is of very limited value when em- 
ployed by itself in the treatment of urinary and geni- 
tal tuberculosis in the male. 

The symptomatic improvement that often accom- 
panies its use is due to the temporary healing of the 
bladder lesions. 

Renal tuberculosis with positive pyelographic find- 
ings does not respond well to streptomycin therapy; 
in fact, the destruction of the kidney may occasion- 
ally be accelerated by its use. 

In the very early renal lesions with a low leucocyte 
count in the urine and with pyelographic findings, 
the response to streptomycin therapy may be ex- 
cellent. A prolonged follow-up (5 to 10 years) will 
be necessary to determine if actual healing has taken 
place. 

Streptomycin has little effect upon lesions in the 
male genitalia, but it does cause prompt healing of 
scrotal fistulas. 

When used in conjunction with surgical treatment, 
the drug will undoubtedly prove to be of tremendous 
value, for the partial healing effect will probably be 
enhanced by the results of operative treatment. 

The healing of tuberculous lesions in the bladder 
that respond slowly after nephrectomy are occasion- 
ally accelerated by streptomycin therapy. 

When the bladder lesions do not improve because 
the ureteral stump fails to heal following nephrecto- 
my, the use of streptomycin should render a second- 
ary ureterectomy a far safer procedure. 

Loin fistulas and postoperative tuberculous 
wound disruption heal promptly when using strepto- 
mycin therapy. Conrap A. KueEan, M.D. 


Report of the Clinical Cancer Research Committee 
of the British Empire Cancer Campaign. 
Brit. Empire Cancer Campaign, 1947. 


The Clinical Cancer Research Committee has sub- 
mitted an exhaustive clinical compendium of 59 
pages comprising a detailed statistical analysis of 
156 cases of cancer of the kidney, 451 cases of cancer 
of the bladder, and 399 cases of cancer of the prostate. 

Tumors of the kidney comprised 144 primary le- 
sions and 12 recurrent lesions. Except for the terato- 
mas, which were equally distributed among males 
and females, the majority of these tumors occurred 
in males (2 or 3 males to 1 female). The mean ages 
were from 57.0 to 58.6 with no statistically signifi- 
cant differences between the groups, except in the 
case of teratomas, in which group the mean age was 
3.2 years. No relevant causative factors were found 
on investigation of the patient’s occupation, hered- 
ity, or past history. Hematuria was the commonest 
initial symptom, except in patients with teratomas, 
in whom the discovery of a tumor often preceded 
the onset of any symptoms. 

In 10.5 per cent of patients with carcinoma, the 
primary lesion was silent and the first symptoms no- 
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ticed were those due to metastases. While three- 
fourths of the patients had consulted a doctor with- 
in the first 3 months, and as many were immediately 
referred to the hospital, one-fourth were found to 
have recognizable metastases on admission. Ne- 
phrectomy was performed in 42.1 per cent of the 
patients with carcinoma, in 75.0 per cent of pa- 
tients with teratomas, and in 71.0 per cent of those 
with growths in the pelvis of the kidney. Seventy- 
six patients were operated on with a mortality of 
13.2 per cent. In cases in which the treatment con- 
sisted of complete nephrectomy with removal of fat 
and fascia and with or without x-ray therapy, the 5 
year survival was 34.5 per cent. In cases in which 
the kidney alone was removed with or without ad- 
junctive radiation therapy, the 5 year survival was 
26.9 per cent. There were no 5 year survivals among 
those cases in which radiation therapy alone was 
employed. No statistical difference was found to 
exist among the cases of hypernephroma and carci- 
noma. The number of cases in which metastases 
developed before discovery of the primary tumor, 
and operability and survival rates were similar. 
Tumors of the bladder comprised 423 primary 
lesions and 28 recurrent lesions. The ratio of males 
to females was 3 to 1. The mean age of the males 
was 63.5 years, and of the females 65.9. A statistical 
difference was found to exist in the occupational 
levels; a higher preponderance was observed in the 
skilled worker class. The past histories were irrele- 
vant; however, 16.1 per cent of the patients had had 
treatment for previous attacks of hematuria which 
had been diagnosed as papilloma of the bladder. 
Painless hematuria was the first symptom observed 
in 69 per cent of patients, and other urinary symp- 
toms were observed in 26 per cent. The initial symp- 
toms were those caused by metastases in 1 to 2 per 
cent of cases, and discovery by cystoscopic exami- 
nation of a symptomless primary tumor occurred 
only 3 times (0.7 per cent.) In spite of the incidence 
of hematuria, only 54.4 per cent of the patients con- 
sulted a doctor within the first 3 months; 15 per cent 
of patients had had symptoms for 6 months or more 
before consulting a physician. Cystoscopy was per- 
formed in 82.3 per cent of all patients; in 82.5 per 
cent of cases the tumor was considered to be malig- 
nant; in 82.0 per cent of the patients normal kidney 
function was present; 170 of the tumors were of the 
papillary type, 2 were myxosarcomas, and the re- 
mainder were infiltrating carcinomas; 79 lesions ex- 
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tended beyond the bladder; there were 14 cases of 
distant metastases. One hundred and eleven pa- 
tients with papillary carcinoma underwent radical 
therapy, with an operative mortality of 13.5 per cent 
and a 5 year survival rate of 29.7 per cent. Of the 
infiltrating carcinomas, radical procedures were pos- 
sible in 69 cases, with an operative mortality of 18.8 
per cent and a survival rate of 14.5 per cent. Radio- 
therapy alone, which was used in 24 cases of papil- 
lary carcinoma and 36 cases of infiltrating carcinoma, 
gave survival rates of 8.3 per cent and 2.8 per cent, 
respectively. 

Prostatic tumors comprised 399 cases in the sur- 
vey, of which 383 were primary, and 16 were re- 
current. The mean age was 67.4 years and the 
maximum incidence was in the age period from 65 
to 70. There was no statistical difference in the occu- 
pational study, or in the past history of patients. 
The first symptom of the disease was difficulty or 
frequency of micturition in 60 per cent of patients; 
however, in 21 per cent of patients the first symptom 
noticed was referred pain or other symptoms point- 
ing to the possible presence of a metastasis. In 
53.5 per cent of the cases the patient consulted a 
doctor within the first 3 months, but in about 20 
per cent of cases the disease had existed for more 
than 6 months when the patient was first seen; 58.3 
per cent of the patients were referred to the hospital 
at once, but 17.3 per cent were kept under sympto- 
matic treatment for more than 3 months. On ad- 
mission, 27 per cent of the patients had clinically 
recognizable metastases of which 81 per cent were 
bony metastases. So called radical operations were 
performed on 38 patients, in 24 of whom the diag- 
nosis of malignancy was made by means of the mi- 
croscope, after an enucleation operation for a sup- 
posedly benign condition had been performed. The 
operative mortality for the so called radical opera- 
tions was 7.9 per cent. Transurethral resection was 
performed on 44 patients, with an operative mor- 
tality of 15.9 per cent. In the advanced cases, su- 
prapubic cystostomy alone carried an operative 
mortality of 22.6 per cent, but the expectation of 
life was raised thereby, from 31 per cent (which was 
the level among the untreated patients) to 49.3 
per cent, according to the stage of the disease. 
Radiotherapy achieved about the same results. Es- 
trogenic therapy had not been introduced at the 
time these cases were registered. 

PETER L. Scarprno. M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Giant Cell Tumor of the Sacrum: A Case Report. 
RatpH F. Bowers. Ann. Surg., 1948, 128: 1164. 


The author presents the case report of a giant cell 
tumor of the sacrum in a 29 year old white male who 
had fallen from a truck about 7 months before ad- 
mission to the hospital. One week after falling he 
noticed pain in the lower back in the sacral region, 
and 3 weeks later he noticed slight swelling in that 
region. Pain was accentuated by prolonged sitting. 
For 3 or 4 months prior to admission to the hospital 
he noticed numbness in the posterior aspect of the 
left leg. There was approximately 40 pounds of 
weight loss with illness. 

Physical examination revealed a well developed, 
undernourished, white male with findings limited to 
the lower back and rectum. There was a large, 
ovoid, pulsating swelling located centrally in the re- 
gion of the sacrum. Over the mass were many di- 
lated blood vessels and there was slight tenderness to 
palpation. Rectal examination revealed a protrusion 
of the sacral mass against the rectal wall, displacing 
the rectum anteriorly. Pulsation could be felt by the 
examining finger. 

Roentgenograms showed the entire sacrum, with 
the exception of the proximal end, to be destroyed, 
replaced, and expanded in all diameters with a thin 
shell of subperiosteal new bone remaining irregularly 
distributed over the surface of the tumor and a few 
strands of bone remaining with it. The coccyx was 
partially destroyed. 

Several roentgenologists were consulted but each 
was hesitant, due to the pulsating nature of the neo- 
plasm and fear that too much radiation would be 
necessary. Surgery was therefore decided upon al- 
though it meant the sacrifice of sacral segments II, 
III, IV, V, and the coccyx, and all the sacral nerves 
below the first. 

The first operation was done with the patient in 
the prone position. The vascularity was so great 
that after 5 hours of operating time the procedure 
was abandoned and the skin closed. The patient re- 
covered rapidly and in approximately 3 weeks a left 
rectus incision was made near the midline. After the 
common iliac vessels were exposed and occluded, 
cessation of the pulsations in the tumor was ob- 
served. Occlusion of the hypogastric vessels also 
completely stopped the pulsation. These vessels 
were doubly ligated and transected, and both com- 
mon iliac arteries were occluded with umbilical tapes. 
The laparotomy wound was closed with through-and- 
through silver wire sutures and the patient was 
placed in the prone position. The old posterior 
wound was reopened and the cleavage plane at the 
coccygeal end was re-established. The tumor was 
then freed and removed with little bleeding. The 


skin was closed loosely with drainage of the huge dead 
space. The first sacral nerves were intact but the 
remainder were necessarily sacrificed. The patient 
was again placed in position for laparotomy, the wire 
removed, exposure regained, and the tapes removed 
from both common iliac vessels. The abdominal wall 
was closed and the patient was returned to the ward 
in good condition. . 

Microscopic section showed this to be an extremely 
vascular but typical benign giant cell tumor with 
areas of bony tissue scattered throughout its sub- 
stance. 

The laparotomy wound healed per primam, but 
the sacral wound was finally healed by Thiersch 
grafting. 

Upon discharge from the hospital, about 1 year 
after operation, rectal and urinary sphincters were 
not functioning, there was anesthesia over a small 
area perianally, and hypesthesia extending down the 
posterior aspects of both legs and in the heels. About 
2 years and 3 months after removal of the tumor a 
questionnaire elicited the information that the pa- 
tient performed light work around a small shop and 
his house, and claims that his legs ‘‘play out” after 
vigorous exercise. There is no control of urinary or 
rectal sphincters. A Cunningham clamp is worn and 
a constipating diet is followed. His weight is normal 
and his appetite good. Permanent cure of this be- 
nign tumor may now be expected. 

Rupotps S. ReicH, M.D. 


Developmental Coxa Vara. A. B. LE Mesurier. J. 
Bone Surg., 1948, 30-B: 595. 

The present article is based on 15 cases of develop- 
mental coxa vara admitted to the Children’s Hospi- 
tal, Toronto, and 1 other case which was first seen at 
the age of 43 years. 

Despite a fairly extensive literature, and probably 
because the condition is not common, its real nature 
and severity have seldom been recognized as soon as 
they should be, and treatment has not usually been 
started until there was marked deformity. The con- 
dition is characterized by the development, at the 
age of about 3 or 4 years, of a limp or waddle which 
is usually painless, and is progressive. A varying de- 
gree of coxa vara deformity is present on one or both 
sides, but the most striking feature is the roentgeno- 
graphic appearance of a gap in the neck of the femur 
just distal to the epiphyseal line, together with a bend 
in the femoral neck at this level. This x-ray appear- 
ance is, in itself, almost sufficient to establish the 
diagnosis of coxa vara deformity as soon as the 
patient is first seen. 

In the treatment of late cases, unless the deformity 
is very severe, limitation of abduction can be over- 
come and shortening can be reduced by osteotomy 
between the trochanters, or below them, the lower 
fragment being abducted widely. 
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This operation was performed on 12 hips. The os- 
teotomy united rapidly and the limp either disap- 
peared or was much improved. Besides overcoming 
deformity, the gap in the bone healed completely 
within a year and in a much shorter time than would 
have been possible without operation, with a 
single exception. In the one case in which the gap 
failed to heal, the fragments probably were not ab- 
ducted widely enough. At the end of 2 years the gap 
was still open and the deformity of the neck had in- 
creased. Recently another osteotomy was per- 
formed on this patient with more abduction of the 
fragments. 

In the early cases, the most important thing is to 
close the gap before deformity becomes disabling and 
it would seem better, if possible, to do this without 
osteotomy, which may distort the mechanics of the 
hip. Since healing of the gap after osteotomy seemed 
to be due to elimination of the shearing forces, it was 
thought that the same result might be obtained by 
insertion of a Smith-Petersen nail. This was done in 
one hip of a patient. After a period of 11 months, the 
gap was still widely open. In the other hip of the 
same patient, a few days after nailing the first hip, 
a large drill was passed up the neck of the femur into 
the head; into this drill hole two tibial bone grafts, 
placed cortex to cortex, were inserted tightly. Elev- 
en months after operation, the gap in the bone was 
pretty well healed; repair was much more advanced 
than on the side which had been treated with a 
Smith-Petersen nail. 

Since then 2 other cases have been treated by 
grafting; in both the gap is healing well, one after 3 
months and the other after 4 months. It would seem 
that this is much the best way to secure closure of the 
gap. The most striking thing about these 3 grafted 
cases (one with a nail in the other hip) is that all are 
walking and running normally and all have lost the 
limp they had before operation, although there has 
been no change in the degree of coxa vara deformity. 
It would appear that weakness or instability at the 
site of the gap in the bone is an important element 
of the limp, and that if the gap can be closed before 
the coxa vara becomes sufficiently severe to cause 
disability, the symptom should disappear. : 

Rupotps S. Rercu, M.D. 


Patella Cubiti: A New Method of Treatment for Its 
Avulsion. JosepH SAcHs and GEORGE DEGENSHEIN. 
Arch. Surg., 1948, 57: 675. 

Patella cubiti is a condition of the elbow wherein a 
patella-like bone lies proximal to the olecranon proc- 
ess within the investments of the triceps tendon. A 
review of the literature reveals that less than 25 
cases have been reported to date. The cause of the 
condition is a subject of much debate. There are two 
schools of thought—one, that the condition is a 
congenital anomaly, the other, that it is of traumatic 
origin. 

The patient with patella cubiti is always asympto- 
matic except for mild limitation of extension which 
may go unnoticed. Discovery of this anomaly is 
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usually coincidental when other conditions require 
that roentgenograms be taken. Avulsion of a patella 
cubiti presents a definite clinical picture. The pa- 
tient usually gives a history of extension force on the 
elbow, followed by pain and inability to extend it; 
on palpation, a moderate sized bony fragment may 
be felt posterior to the lower end of the humerus. The 
fragment is usually mobile and cannot be brought 
down to the elbow joint unless the elbow is extended. 

Roentgenograms reveal a sesamoid bone which, 
when avulsed, lies perhaps 1 to 2 cm. proximal to the 
olecranon; when not avulsed it lies immediately prox- 
imal to the olecranon and articulates with it. All 
edges of this bone are smooth. The most important 
(roentgenologic) diagnostic feature is the fact that 
the combined measurement of the ulna and the sesa- 
moid is greater than that of the opposite normal ulna, 
or, in the case of a bilateral patella cubiti, longer 
than would be expected from the length of the related 
radius. This diagnostic feature will help differenti- 
ate patella cubiti from traumatic fractures or from 
avulsion of the olecranon process, with which it is 
sometimes confused. 

In the report of a case submitted by the authors, 
a 21 year old white male was admitted to the hospital 
with a complaint of pain in the left elbow. On ex- 
amination, the patient could flex but not extend the 
elbow. A clinical diagnosis of fracture with avulsion 
of the olecranon was made. A roentgenogram re- 
vealed the presence of a patella cubiti in the left 
elbow, measuring 3% by 1 cm., and separated from 
the olecranon by at least 2 cm. Roentgenograms of 
the right elbow revealed a patella cubiti separated 
only 1 to 2 mm. from the olecranon. 

Open operation was performed. The distal end of 
the triceps tendon, after it enveloped the sesamoid, 
was torn from its olecranon attachment and marked- 
ly thinned out so as to prevent adequate suture. The 
articulating surfaces of the sesamoid and the olecra- 
non were smooth, glistening, geographic, and were 
covered with a serous membrane, and they contained 
a sparse amount of hyaline cartilage. 

A No. 32 self-tapping Sherman vanadium steel 
screw was introduced which firmly fixed the sesa- 
moid to the head of the olecranon. The elbow was 
immobilized in plaster at a 90 degree flexion for 4 
weeks. The wound healed per primam. The patient 
improved progressively and on follow-up visits to the 
clinic there was evidence of rapid return of extensor 
function, but a mild weakness of the extremity was 
observed. 

The patient was then inducted into the Navy and 
he was hospitalized for complaint of weakness in the 
left arm. With rest and physical therapy, he gained 
progressively until approximately 1 year after opera- 
tion when he was able to perform all functions with 
the elbow. : 

After a period of 3 years the arm with the avulsed 
patella cubiti has as much extension as, or even a 
little more than, the one on the opposite side, and 
there is no residual weakness. 

Ruporps S. Reicu, M.D. 
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Knee Pain of Muscular Origin (Muskulaer bedingte 
Knieschmerzen). HERMANN RICHTER. Chirurg, 1948, 
19: 451. 

It is well known that pain in the knee joint may 
be a result of abnormality elsewhere than in the knee 
joint itself. Familiar examples are the pain caused 
by hip joint disease, flat foot, bowlegs, absence of the 
metatarsal arch of the foot, and by other deformities 
of the leg and foot. In addition, there are numerous 
patients who complain of knee pain without demon- 
strable abnormality in the joint itself and without 
evidence of any of the conditions mentioned. In 
most of these cases there is some muscular insufh- 
ciency of the lower extremity resulting from muscular 
degeneration. The gastrocnemius muscle, particu- 
larly its medial belly in the middle and upper por- 
tions, is most frequently and most severely involved. 
Often there is muscular degeneration in the adduc- 
tors, in the hip musculature, or in other muscles of 
the leg. These patients do not complain of muscular 
pain, but the indurated muscle segment may be 
palpable and may be sensitive to pressure, although 
deep-lying muscular degeneration may not be pal- 
pable. Muscular degeneration may be a result of 
overstretching or of a rheumatic type of abnormality 
or both. In another group of patients with knee 
pain, localized tenderness may be found over the 
origin of the gastrocnemius muscle from the femur. 
The medial head is most frequently affected. This 
syndrome resembles epicondylitis. 

Benefit may be obtained from treatment with 
adhesive strapping or other means of support and 
immobilization. Compression bandages applied to 
the affected muscles may help. Various modalities 
of physical therapy are beneficial. In severe cases 
bed rest or immobilization in a plaster cast may be 
necessary. If the condition appears to be related to 
occupational strain, it may be advisable to change 
the occupation. Joun L. Lrypgutst, M. D. 
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Arthroplasty in Cases of Congenital Dislocation 
and Subluxation of the Hip in Children (De 
Varthroplastie dans les luxations et sub-luxations 
congenitales de la hance chez le jeune enfant). HENRI 
LaFFITTE and PIERRE SutrE. J. Internat. chir., Brux., 
1948, 8: 968. 


This report is based on 23 operations on 16 children 


with 1o subluxations and 13 dislocations. All of 
these children had control of urination and defeca- 
tion. The youngest child was 5 years old. Preceding 
the operation, motion of the affected hip was en- 
couraged. 

Ollier’s incision was used and carried down to the 
joint. The femoral head was reshaped and the ace- 
tabulum was made deeper to fit the femoral head. 
The capsule was sutured tightly. The bone graft 
was usually taken from the base of the trochanter, 
measuring 4 by 2% cm., and it was between 4 and 
5 mm. thick. The graft was removed downward 
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from the top and was fixed to the supra-acetabular 
region with catgut. Penicillin was given routinely 
and immobilization was secured with plaster; the 
hip and knees were flexed about 20 degrees with the 
leg in 30 degree abduction. 

Georcr I. Ress, M. D. 


FRACTURES AND DISLOCATIONS 


A Study of Results Obtained in the Treatment of 
Fractures of the Lower End of the Radius in 
Insured Persons in Finland. O11 VALTONEN. 
Ann. chir. gyn. fenn., 1948, 37: 287. 

It is estimated that from 2,500 to 3,000 fractures 
of the lower end of the radius occur annually, in 
Finland. The author’s study is based upon 425 cases 
which occurred in 1936, all of them in insured per- 
sons. Two-thirds of the patients were treated by 
general practitioners, and one-third were treated in 
outpatient departments or by specialists in surgery. 
The average duration of treatment was 46.2 days. 
The results of treatment were good in 72,5 per cent, 
fair in 10.6 per cent, unsatisfactory in 10.1 per cent, 
and poor in 6.8 per cent of the cases. Permanent 
disability did not exceed 10 per cent in any case. 
The normal anatomy was restored in 86.4 per cent 
of cases. Better results were obtained by specialists 
in surgery than by surgeons in out-patient depart- 
ments or general practitioners. Good results were 
obtained by specialists in 81 per cent of cases and 
by outpatient department surgeons in 74.2 per cent, 
while general practitioners obtained good results in 
69.7 per cent. 

Good results were impaired by advanced age, 
failure of reduction, and prolonged immobilization. 
Three cases were complicated by rupture of the 
extensor pollicis longus. 

Danie H. Levintuat, M.D. 


Fractures of the Neck of the Femur. T. G. HEuzE 
Hocc. Med. J. Australia, 1948, 2: 593. 


The present article on fractures of the femoral 
neck has been divided historically into phases. 

The negative phase was classified as that in which 
nothing constructive was done to reduce the fracture 
or maintain the reduction, with the result that non- 
union of fractures was the rule, and the mortality 
was high. 

The abduction phase dates from about 1890, when 
Whitman reduced the fracture of the femoral neck, 
placed the limb in wide abduction and internal rota- 
tion, and then fixed the lower extremities in a plaster 
cast. From 40 to 50 per cent of the fractures united, 
although a stiffness developed in the knee joint. The 
blood supply to the head of the femur was impaired 
and it was difficult, with the plaster spica, to prevent 
rotation movements of the fractured area. The 
American Orthopaedic Association appointed a com- 
mittee to study this method. The end results in 201 
cases showed a primary mortality of 28 per cent and 
bony union in 30 per cent of the patients 12 months 
after injury. 
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The operative (nailing) phase had its new start in 
1931 by Smith-Petersen. The results reported were 
as follows: mortality in 10 per cent of cases, bony 
union in 75 per cent, and nonunion in 15 per cent. 
In the second part of the third, or operative, phase 
subtrochanteric osteotomy was used (1941). The 
final results in 75 cases reported by the Royal British 
Infirmary showed bony union in 58.7 per cent, bony 
union and arthritis in 1.3 per cent, nonunion in 8 per 
cent, fibrous union in 13.3 per cent, and doubtful re- 
sults in 10.7 per cent. Results in 50 consecutive frac- 
ture cases reported by King showed bony union in 
37, nonunion in 3, death in 7, results unknown in 3. 

AtLaunceston General Hospital 27 selected pa- 
tients were operated upon for fracture of the neck 
of the femur. Three patients died, 7 were not 
traced, and 17 were examined 2 years after opera- 
tion. Among the remaining 14 cases, there were 2 
cases of nonunion, 6 cases of bony union with good 
results, and 6 cases of bony union with osteoarthritis. 

RICHARD J. BENNETT, JR., M.D. 


Partial Patellectomy in Fractures of the Knee 
(Patelectomia parcial en las fracturas de la rétula). 
ARNOLDO E. Dipier. Bol. Soc. cir. Rosario, 1948, 
15: 196. 

Preservation of knee function is the single stand- 
ard required of any therapeutic measure for the treat- 
ment of patella fracture. The choice of suture ma- 
terial and other elements of repair are secondary. 
Prolonged immobilization of the knee joint often re- 
sults in ankylosis or at least the development of ad- 
hesions requiring considerable physical therapy for 
their correction. 

Total patellectomy obviates these difficulties, but 
the author believes partial patellectomy has further 
advantages and produces superior results. Partial 
patellectomy according to the Thompson technique 
permits re-establishment of the continuity of the 
tendon and ligament without the inconvenience of 
total patellectomy. 

Twenty cases are reported. In the last 4 the 
Prince and Stein modification was employed. This 
consists in attaching the separated muscle and 
tendon ends to the under surface of the patella by a 
suture through the body of the patella. 

STEPHEN A. Z1EMAN, M.D. 


Refractures in Children (Ueber Refrakturen im 
Kindesalter). ADALBERT BUETTNER. Chirurg, 1948, 
19: 347. 

The author observed 37 cases of refracture through 
the original fracture line over a period of 20 years. 
These were usually refractures of the forearm bones. 
He found that the bones were most vulnerable be- 
tween the third and fifth weeks. 

Fracture through the epiphyses healed the fastest. 
Refractures healed somewhat slower, but those oc- 
curring in the metaphyseal region healed faster. 

The degree of angulation of the fracture fragments 
was directly proportional to the delay in callus for- 
mation. Angulation in the lateral direction delayed 
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union especially. Usually lack of bridging callus on 
one side preceded the refracture. In adults, pain at 
the fracture site was an important sign. In children, 
however, pain was usually absent. The refractures 
were uSually more severe than the original fractures. 
If a fracture occurred after firm union of the original 
fracture had been established it usually occurred at 
a different location. This type of fracture should be 
classified as a new fracture. 
GeorcE I. Reiss, M.D. 


ORTHOPEDICS IN GENERAL 


End Results of Excision of the Carpal Bones. James 
K. Stack. Arch. Surg., 1948, 57: 245. 


Inflammation of the wrist results in (1) capsular 
and ligamentous fibrosis, which is not confined to a 
single articulation because of the intercommunica- 
tion of the various component joints of the wrist, (2) 
a cystic change in the carpal bones, especially those 
which bear the greatest functional burden, due to 
the hyperemia induced by the primary lesion, and 
(3) an arthritic change due to either a necrotic 
change in the articular cartilage or friction from the 
necrotic bones acting as a foreign body in the joint 
mechanism. 

These changes may result also following removal 
of all or a part of one of the two portions of the 
scapholunary system which forms the intermediary 
joint between the capitate bone and the distal radius. 
In the readjustment which takes place following the 
excision the capitate tends to approximate the radial 
articular surface and displaces the remaining mem- 
ber of the scapholunary system, and the ligamen- 
tous strain causes inflammation. There will be, in 
addition, the scraping effect of cartilages working 
out of alignment. 

Removal of a single bone or a large portion of one 
of them is not a good procedure; however removal 
of the lunate bone together with the navicular will 
result in no significant deviation, functional or cos- 
metic. Such a removal is really a very favorable 
type of arthroplasty, all of the remaining surfaces 
being covered with articular cartilage. If fibrosis 
has already become established the operation will 
probably not overcome it, but pain will be relieved 
and a stable, useful range of motion may be expected. 

The author presents 9 wrists which have been 
treated by excision of the scaphoid and lunate bones, 
and these are the basis for this article. 

Newton C. MEap, M.D. 


Congenital Discoid Meniscus. I. S. Smitire. J. Bone 
Surg., 1948, 30-B: 671. 

Twenty-nine congenital discoid menisci were en- 
countered by the author among 1,300 meniscecto- 
mies performed between 1941 and 1948. 

These menisci are classified as follows: (1) primi- 
tive—the very large, complete discs; (2) infantile— 
approaching the normal meniscus, and (3) intermedi- 
ate—the type of abnormality found between (1) and 
(2). 
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‘The relative thickness of the periphery and central 
margins of discoid menisci does not, on the whole, 
differ greatly from that of cartilages unrelated to 
the classification. 

Injuries or sequelae sustained by the primitive 
discoid cartilage may be summarized as: (1) a plane of 
cleavage or splitting ensues in the structure of the 
fibrocartilage between the undamaged superior and 
inferior aspects (2 in the 29 cases); (2) longitudinal 
tears are superimposed, usually on the inferior sur- 
face (4 cases); (3) the inferior surface is worn away 
and a shallow crater is produced; (4) both inferior 
and superior aspects are worn away, thus producing 
a defect (hole) in the center of the disc (2 cases). 

The author, as well as other writers, has alluded 
to the “snapping knee.” No one has precisely com- 
mented on the mode of origin. It is the author’s 
opinion that one or more ridges develop on the su- 
perior aspect of discoid fibrocartilage and that some- 
where between slight and full flexion of the femoral 
condyle, the acoustic phenomenon is elicited by 
virtue of a sudden forward excursion of the disc. 
Other causes of snapping are osteochondritis disse- 
cans, impingement of the same on the tibial spine, 
and unstable knee joint. 

The intermediate disc differs categorically from 
the primitive in that it is less massive, less complete, 
and is thin at the central zone to the point of trans- 
parency. In addition to these principal differences, 
the intermediate disc is characterized by two notches 
in the central (thin) zone. Injuries of the intermedi- 
ate disc are peripheral or extraperipheral longitudinal 
tears, which do not differ from those found in the 
lateral menisci, of noncongenital variety. 

The infantile disc varies from the normal lateral 
meniscus in increased breadth of its middle segment. 
It is comparable to one found in a full-term fetus. 
Six such cases were encountered in the series. In- 
juries sustained in this group of congenital menisci 
were those of incomplete transverse or oblique tear 
involving the lateral cartilage. 

Nine cases of cystic degeneration of the menisci 
were encountered in the series. Five were associated 
with primitive discs and 4 with infantile specimens. 
Trauma is said to be a factor. 

Although primitive medial menisci are said to be 
rare, the author describes one case reported in the 
literature and adds one of his own. These are the 
only cases of medial menisci described to date. 

SAMUEL L. GOVERNALE, M.D. 


Knee Joint Changes After Meniscectomy. T. J. 
FAIRBANK. J. Bone Surg., 1948, 30-B: 664. 


Radiological studies among 80 medial meniscecto- 
mies showed ridge formation involving the femoral 
condyle in 43 per cent of patients, narrowing of the 
interarticular space in 32 per cent, flattening of the 
femoral condyle in 18 per cent, and no change in 33 
per cent of the cases. Lateral meniscectomy was per- 
formed in 27 cases. Little or no change was observed 
in 50 per cent; ridge formation of the homolateral 
femoral condyle was found in 7 per cent, while 
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narrowing was found in 40 per cent, and flattening in 
17 per cent of the cases. 

The present investigation demonstrates that sus- 
tained weight-bearing in a meniscectomized patient 
results in circumferential compression and/or spread 
of a condyle devoid of a meniscus. The adverse car- 
tilaginous change may ensue from increased friction, 
and from nutritional and mechanical factors due to 
interarticular overload. 

In conclusion, the author maintains that the form- 
ation of a ridge, narrowing of the joint space, and 
flattening of the femoral condyle are attributable to 
loss of weight-bearing function of the meniscus. Fur- 
thermore, meniscectomy is not wholly innocuous and 
may predispose to early degenerative changes in the 
joints. SAMUEL L. GovERNALE, M.D. 


The Etiology of Peroneal Spastic Flat Foot. R. I. 
— and T. Beata. J. Bone Surg., 1948, 30-B: 
24. 

There has been wide acceptance of the thesis that 
spastic flat foot is caused by peroneal muscle spasm 
induced by painful stimuli arising from the tarsal 
joints. This is brought about by the abnormal 
stresses thrown upon these joints during the flexible 
phase of these weak, flat feet. 

This theory does not explain why in many cases 
electromyographic studies indicate that no spasm of 
the peroneal muscles exists. Instead, these muscles 
have become shortened by adaptation to long-con- 
tinued deformity, and the condition is not corrected 
by novocain block of the peroneal nerve, section of 
the nerve, or by anesthesia and curare in many cases. 
The author thinks that the spastic flat foot 1s probably 
congenital in origin and rigid from the onset. He 
believes that most so-called “peroneal spastic flat 
feet”’ are due to tarsal anomalies, usually a talocal- 
caneal bridge of bone or a calcaneonavicular bar. 

A series of 17 cases of peroneal spastic flat foot, 
which have been studied in the last 2 years, have pre- 
sented a talocalcaneal bridge in 12 instances, a cal- 
caneonavicular bar in 3 instances, and rheumatoid 
arthritis in 2 instances. 

The talocalcaneal bridge can be well demonstrated 
with roentgenograms but only by means of a special 
positioning technique (Figs. 1 and 2) which will show 
the joint between the sustentaculum tali and the 
neck of the talus in a normal foot but not in a foot 
with a talocalcaneal bridge. Lateral x-ray projec- 
tions will show marginal lipping of the talonavicular 
joint on its dorsal surface due to abnormal motion 
and strain at this point secondary to the limitation 
of movement in the subtalar joint. 

Anatomists have attributed the talocalcaneal 
bridge to the fusion of the “‘os sustentaculi’”’ to both 
the calcaneus and the talus, and it may be of 
either bone or “‘gristle.”” How this forces the calcan- 
eus into the valgus position is obscure. This condi- 
tion is probably often diagnosed as a congenital 
equinovalgus deformity. There may be surprisingly 
few symptoms despite severe deformity. The cal- 
caneonavicular bar may be present and associated 
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Fig. 1. (Harris, Beath) Radiographic projection neces- 
sary to reveal talocalcaneal bridge. The central x-ray beam 
is projected downward and forward at an angle of 45 de- 
grees, through the heels which have been freed of the leg 
shadow by flexing the knees. 


with neither deformity nor symptoms. When symp- 
toms are present they usually consist of severe de- 
formity, pain, and weakness. At other times symp- 
toms follow a wrenching injury of the foot which 
avulses the calcaneus from the navicular. These 
symptoms subside with rest but reappear if early 
exercise is permitted. 

Rheumatoid arthritis with peroneal spastic flat 
foot is entirely different from peroneal spastic flat 
foot with tarsal anomalies. To describe its true 
nature, it should be referred to as “arthritic flat foot 
with peroneal spasm.” The orthopedic treatment of 
these cases may require manipulation under anes- 
thesia to correct the deformity, and plaster casts to 


Fig. 2. Roentgenogram obtained by the technique de- 
picted in Figure 1, in a patient who had a talocalcaneal 
bridge on the left side (A). On the right side (B), which is 
normal, the joint between the sustentaculum tali and the 
neck of the talus can be seen. 


maintain the correction. The Whitman type of foot 
supports is useful. 

Treatment of the rigid flat foot with tarsal anom- 
alies is usually surgical, i.e., fusion of the subtalar 
and talonavicular joints is usually required. The 
author performs this operation through a medial in- 
cision in order to expose and remove the synostosis, 
which he believes is essential. In severe cases a later- 
al incision also is required to lengthen tight tendons. 

In children too young for fusion of the tarsal 
joints, it may be necessary to resort to manipulations 
under anesthesia followed by corrective plaster casts. 
Whitman plates may give the necessary support in 
less severe deformities. _ NEwron C. Meap, M.D. 
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BLOOD VESSELS 


Rate of Flow of the Venous Blood in the Legs, 
Measured with Radioactive Sodium. S. B. 
OsBorNn and DENISE G. Epmonps. Lancet, Lond., 
1948, 2: 767. 

The introduction of radioactive tracers has made 
possible the direct measurement of the rate of blood 
flow in an extremity by introducing such a tracer at 
one point and determining its arrival at some other 
point with a properly placed Geiger-Mueller counter 
sensitive to the type of radiation emitted. 

Employing radioactive sodium, Na*, the authors 
found the mean foot-groin flow time in 121 normal 
individuals to be 18+ 0.9 seconds. The extreme 
range of the observations was between 4 and 50 
seconds. The ages of the persons studied ranged from 
17 to 48 years, most of them being between 20 and 
30 years. No person with clinically noticeable vari- 
cose veins was included. Flow time was measured 
with the subject in the supine, horizontal position. 

The authors describe the circuit and the recording 
device used in their study. 

The method avoids subjective errors by either the 
patient or the observer but it is not faultless: errors 
may be introduced both by the random fluctuations 
of the “background” and by the fitting of a line to 
the slope of the kymograph tracing. 

The observed range of flow times in the series of 
normal individuals under standard conditions of rest 
and temperature showed a wider variation than was 
expected by comparison with the figures of other 
workers. The authors attribute this relatively large 
range of observed times to the sensitivity of the 
method. Josep K. Narat, M.D. 


Restoration and Preservation of Arterial Contin- 
uity Following Trauma. LrsTER BREIDENBACH 
and JERE W. Lorp, Jr. Am. J. Surg., 1948, 76: 578. 


In the management of acute arterial injuries, 
the following points for the success of an anasto- 
mosis must be considered: (1) attention to details 
which will lessen the possibility of infection, (2) 
technique of anastomosis, (3) the use of anti- 
coagulant therapy postoperatively to aid in the 
prevention of thrombosis, (4) elimination of ar- 
terial spasm by the judicious use of (one, or combi- 
nations of) papaverine, tetraethylammonium chlo- 
ride, paravertebral procaine block and sympathec- 
tomy. Emphasis is placed on the necessity for 
adequate equipment for vascular surgery and the 
importance of avoiding the sacrifice of any col- 
lateral vessel. 

The authors report in detail the case histories 
of patients with acute arterial injuries, thromboses, 
aneurysms, and arteriovenous shunts, and use 
photographs and diagrams to illustrate the various 
techniques. Epwarp H. Camp, M.D. 


The Diagnosis and Treatment of Vascula: Gbstruc- 
tion. J. Crp pos SAnTos. Gaz. méd. Por':.gesa, 1948, 
1: 631. 

The treatment of vascular obstruction aims (1) 
to restore, if possible, the permeability of the occlud- 
ed vessel, (2) to establish an effective collateral cir- 
culation whenever restoration of the lumen of the 
obstructed vessel: cannot be accomplished, (3) to 
avoid recurrences, and (4) to stop the progress of 
the condition. 

While restorative surgery furnishes the best results 
in the obstruction of blood vessels with intact walls 
or only slightly damaged intimae, vasodilatation is 
the method of choice whenever a lesion of the intima 
is present. 

The introduction of heparin has widened the indi- 
cations for embolectomy in arterial embolism. 
Secondary thrombosis is no more feared even if the 
operation is performed later than from 6 to 12 hours 
after the first signs of an embolism. Therefore, em- 
bolectomy is preferable to artificial vasodilatation 
with its sequel in the form of intermittent claudica- 
tion. Conservative treatment should be limited to 
patients in a very poor general condition: it consists 
of anesthesia of the corresponding ganglia and ad- 
ministration of vasodilating substances. If the con- 
dition of the arterial wall is such as to make restitu- 
tion improbable, arteriectomy should replace arteri- 
otomy and removal of the embolus or thrombus. 

It is obvious that not only must definite diagnosis 
of an embolism be established but the location of the 
secondary thrombus must be known. On the one hand, 
a so-called silent embolism with only a slight ischemic 
syndrome may easily be overlooked; on the other 
hand, a vascular spasm, acute phlebothrombosis, or 
rupture of a vein may simulate an arterial embolism. 
Arteriography helps to establish the diagnosis. 

Sympathetic gangliectomy is the method of choice 
in the treatment of arterial thrombosis which de- 
velops in the presence of a blood vessel wall affected 
by arteriosclerosis, syphilis, or juvenile endarteritis. 
The author resects under general anesthesia the 
second and third lumbar ganglia through an anterior 
incision through the rectus sheath at the level of the 
umbilicus. Acute ischemia may follow the employ- 
ment of spinal anesthesia; this effect may be due 
either to hypotension or to a vasospastic condition. 
The remote results of gangliectomy are excellent. 
In the presence of gangrene a preliminary gangliec- 
tomy allows an economical amputation. 

If a patient presents signs of bilateral obstruction, 
gangliectomy should be performed on one side and 
arteriectomy on the other, the less affected side, be- 
cause a bilateral gangliectomy frequently produces 
sexual impotence. A resection of a thrombosed seg- 
ment of the aorta may be indicated after a double 
ganglial sympathectomy in order to remove the 
source of pain reflexes. 


198 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


In selected cases arteriotomy and removal of the 
thrombus, followed by heparinization, may perma- 
nently re-establish the circulation. 

In venous thrombosis the author limits the use of 
heparin to patients whose general condition contra- 
indicates the operation and to those in whom throm- 
bosis is confined to the lower leg, because ligation of 
the popliteal vein may augment the obstruction. 
Ligation of a major vein just above the thrombus 
should be supplemented by the administration of 
heparin. In selected cases ligation above and bélow 
the thrombus, in order to prevent its spread in either 
direction, may prove beneficial. 

The author performed thrombectomy in 4 cases 
of acute venous thrombosis; in 2 the results were ex- 
cellent while in the other 2 the thrombosis recurred 
after cessation of the heparin treatment. The corre- 
sponding artery is temporarily clamped, the vein is 
incised, a circular compression is applied from the 
foot in the proximal direction, and the arterial clamp 
is released. 

The author advocates more extensive use of ar- 
teriography or venography, respectively, in vascular 
occlusions. Josepu K. Narat, M.D. 


Unexplained Thrombosis of the Internal Carotid 
Artery. H.R.I. Wotre. Lancet, Lond., 1948, 2: 567. 


The case is reported of a 26 year old white female, 
apparently in good health, who suffered an acute 
onset of severe temporal headache, muscular col- 
lapse without loss of consciousness, and aphasia and 
weakness of the right arm. Three days later weak- 
ness of the right leg occurred, after which she en- 
joyed a gradual but incomplete recovery. Nine days 
after the onset, arteriography revealed thrombosis of 
the internal carotid artery and periarterial stripping 
was carried out at the same time. Because of grad- 
ual deterioration of the condition a superior cervical 
ganglionectomy was performed on the left side 11 
months after the onset, and the left external and 
internal carotid arteries were divided between liga- 
tures. A firm white thrombus, incompletely canal- 
ized, occluded the internal carotid artery. Eighteen 
months after the onset there were slight mental 
deterioration and aphasia, and remnants of hemi- 
plegia were observed on the right side. 

Syphilis, tumor, arteriosclerosis, thromboangiitis, 
berry aneurysm of the circle of Willis, early Chris- 
tian-Schueller’s disease, minute injury to the vessel 
because of muscular exertion or abnormally devel- 
oped fascial bands, and cardiovascular disease are 
mentioned as possible causes of the lesion on the 
basis of 32 cases reported elsewhere. The transient 
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nature of the early signs and symptoms, and the 
usual progressive later course are suggestive of cere- 
bral vascular disease, but arteriography is necessary 
for the precise diagnosis. 

Neither heparin nor dicumarol seems to have been 
used in the cases reported in the literature and the 
author suggests that if the diagnosis in his case had 
been determined earlier, alteration of the clotting 
time might have prevented further extension of the 
thrombus. In about half of the 33 cases reported in 
the literature and diagnosed by arteriography, there 
has been a gradual amelioration of the symptoms. 
There were 7 deaths, 2 being due to intercurrent in- 
fection. ALLAN D. CaAttow, M.D. 


Histopathologic Contribution to Our Knowledge of 
Buerger’s Disease (Obliterating Thromboan- 
gitis). (Contributo istopatologico alla conoscenza 
del morbo di Buerger (Tromboangioite obliterante).) 
ALFONSO TROJANIELLO. Ann. ital. chir., 1948, 25: 
555: 


Histologic studies made by the author on two 
lower extremities which had been amputated be- 
cause of gangrene due to Buerger’s disease led to 
the following conclusions: 

Inflammation, presumably of an infectious char- 
acter, is an important factor in the pathogenesis of 
Buerger’s disease. Usually a constitutional organic 
condition is present. 

As a rule, the initial changes in the intima of the 
affected blood vessels are of a degenerative and pro- 
liferating character. Gradually a parietal thrombus 
develops. The second phase of the condition is char- 
acterized by cellular infiltration, with endothelial, 
polynuclear, histiocytic, and lymphocytic formations 
participating in the process. The changes lead to the 
organization of a thrombus. A new formation of 
blood vessels contributes to canalization of the 
thrombus, which may result in a partial re-establish- 
ment of the circulation through the obstructed blood 
vessel. 

The veins accompanying the arterial trunk, and 
the fibrous sheaths participate in the process. A new 
formation of blood vessels tends to create a collateral 
circulation and may thus be regarded as a functional 
compensatory factor. 

The proliferative process involves also the peri- 
neurium, endoneurium, and the vasa nervorum. 

The author’s findings emphasize the importance 
of the vascular spasm in the thrombotic process. 
Such spasm accentuates the ischemia of tissues which 
eventually may cause gangrene. 

JoserH K. Narat, M.D. 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Rapid Disinfection of Clean Unwashed Skin. A. D. 
GARDNER and E. VINCENT. Lancet, Lond., 1948, 2: 
760. 


There is little object in using slow methods of 
disinfecting skin in preparation for surgery when 
more rapid methods are as good or better. In some 
emergencies, moreover, rapid skin disinfection is in- 
dispensable. Thus, experiments were carried out to 
test the effectiveness of various agents on areas of 
the shaven, but not specially washed, skin of the 
forearm which were infected with the Pseudomonas 
pyocyanea, in most cases. Agar plates were em- 
ployed to culture such areas of infection as well as 
control areas. 

These studies revealed that 1 per cent iodine in 
70 per cent ethyl alcohol was effective in the least 
time taken for the disinfectant to dry on the skin, 
ie., 15 to 20 seconds. If the solution was allowed to 
act in the wet state for 30 seconds, 0.5 per cent iodine 
was found to be sufficient. No iodine was necessary 
when the interval was extended to 2 minutes, 70 per 
cent alcohol alone serving adequately. The deter- 
gents, zephiran 30 per cent, and cetrimide 10 per 
cent, both in 70 per cent ethyl alcohol, were found, 
in 30 to 45 seconds, nearly to equal the performance 
of alcoholic iodine as rapid disinfectants. 

Pure ether and mixtures of ether and alcohol 
proved to be less satisfactory. In in vitro bacterici- 
dal tests, pure ether does not kill even small doses of 
cocci in 30 seconds nor large ones in 4 minutes, al- 
though it does kill large doses of the Pseudomonas 
pyocyanea and Bacterium coli in 1 minute and 
small doses in % minute. 

Mercurial preparations (mercuric chloride 1 to 
1000, tincture of merthiolate and 0.1 per cent solu- 
tion of merthiolate) failed to exert a rapid disinfec- 
tion of the skin. Chloros (10 per cent solution of 
chlorine in water), either in 70 per cent ethyl alcohol 
or in aqueous solution, also proved to be less success- 
ful, as did dettol. Similarly, petrol, acetone, propyl 
alcohol, brilliant green and crystal violet, 1 per cent 
of each of these substances in 75 per cent methyl- 
ated spirit, revealed a slower or an otherwise im- 
perfect disinfecting power. 

Davin H. Lynn, M.D. 


The Results of the Systemic Administration of the 
Antibiotic, Bacitracin, in Surgical Infections. 
FRANK L. MELENEY, WILLIAM A. ALTEMEIER, AL- 
FRED B. LONGACRE, EpwIn J. PuLAsK!I, and HAROLD 
A. ZINTEL. Ann. Surg., 1948, 128: 714. 


The authors have presented the results of the 
systemic administration of bacitracin in 105 cases of 
surgical infections and have discussed the various 
advantages and disadvantages of the new antibiotic. 


Bacitracin has a wide antibacterial spectrum, 
being effective against most strains of hemolytic 
streptococci, nonhemolytic streptococci, coagulase- 
positive staphylococci, pneumococci, gonococci, 
anerobic cocci in general, all of the gas gangrene 
group of organisms and the bacillus of tetanus, the 
diphtheria bacillus and diphtheroids, the spirochetes 
of syphilis and mouth spirochetes, the actinomycotic 
group of organisms, and, among the protozoans, the 
Endamoeba histolytica. There is little or no action 
against the large group of erobic gram-negative 
nonspore forming bacilli. 

The chief advantages that bacitracin has over 
penicillin are that: (1) it is not inhibited by the 
organisms which produce penicillinase and is, there- 
fore, more likely to be effective in infections due to 
bacterial mixtures; (2) it is more slowly eliminated 
from the body and, therefore, can be given at longer 
intervals; (3) its effectiveness against bacteria is in 
direct proportion to its concentration; (4) so far, - 
bacitracin has shown less tendency to produce al- 
lergic or hypersensitive reactions but these may 
come with its more extended use. 

Its chief disadvantage, as compared with penicil- 
lin, is that it has not yet been obtained in a pure or 
crystalline form and, in the present state of its im- 
purity, it produces, when injected systemically in 
man, certain evidences of nephrotoxicity which 
limits its dosage and the duration of treatment. 

Its chief advantages over streptomycin are its 
wider antibacterial spectrum, particularly with re- 
gard to the anzrobic organisms, and the low order of 
the development of resistance during the course of 
treatment. Its chief disadvantage with respect to 
streptomycin is its ineffectiveness against the gram- 
negative zrobic nonspore forming bacilli. 

While bacitracin is not inactivated by gastric 
acidity or by the proteolytic ferments of the gastro- 
intestinal tract, it is not absorbed to any extent from 
the alimentary canal. There is a possibility that it 
may be combined with streptomycin or some of the 
relatively insoluble sulfonamides to minimize the 
activity of the intestinal flora before surgical pro- 
cedures on the bowel. Bacitracin has been found 
effective in a few cases of intestinal infections, 
namely, in chronic ulcerative colitis and regional 
ileitis. Encouraging results are obtained by mouth 
administration in both the acute and chronic stages 
of amebic dysentery. 

The information compiled in this study includes 
105 cases of surgical infections observed in various 
units set up for the appraisal of bacitracin. Informa- 
tion was gathered with regard to various types of 
surgical infections, which includes: diagnosis and 
duration (30 days having been set as the dividing 
line between acute and chronic infections); a record 
of previous treatment, if any, both local and sys- 
temic; the general status of the patient as indicated 
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by the blood count, sedimentation rate, and kidney 
function, including the tests for nonprotein nitrogen 
or blood urea nitrogen, clearance of phenolsulfon- 
phthalein, and the presence of albumin, sugar, 
casts, and cellular elements; the dosage of bacitra- 
cin, both systemic and local; the symptoms and 
signs of infection before and during treatment; the 
time relationship of any surgical procedure; the 
blood levels; the percentage of bacitracin excreted 
in the urine; a complete bacteriologic analysis of the 
infection before, during, and after treatment and the 
results obtained. 

It was hoped by these investigators that the value 
of bacitracin could be demonstrated in those cases 
in which the antibiotic was superior to other forms 
of treatment. 

The results obtained by the systemic administra- 
tion of the new antibiotic, for the most part in those 
patients who had failed to respond to the sulfona- 
mides and to the other antibiotics, revealed a wide 
diversity of conditions. 

There was an overall favorable response in about 
70 per cent of these cases, and in about one-fifth of 
them the results were dramatic. 

Three cases of extensive progressive bacterial 
synergistic gangrene were of particular interest in 
that these patients responded within 72 hours and 
recovered without the necessity for surgical excision. 

In the three largest groups of patients, namely, the 
“cellulitis,” “deep abscess,” and “infected accidental 
wound” groups, favorable results were obtained in 
78 per cent of the cases. 

In the group with dramatic results, the causative 
organisms were for the most part in the staphylo- 
coccal and streptococcal groups. In the latter clas- 
sification were found hemolytic, nonhemolytic, 
microezrophilic and anerobic streptococci. In a con- 
siderable number of staphylococcal strains, the au- 
thors found a resistance to penicillin and a suscep- 
tibility to bacitracin. 

In 14 per cent of the cases the results were ques- 
tionable, and in a slightly higher percentage the 
results were frankly nil. In most of these cases the 
causative organisms were resistant to bacitracin. 

In the majority of the patients studied in the 
whole series, there was a transient albuminuria 
which disappeared either during continued treatment 
or soon after treatment was discontinued. 

Some of the later preparations of bacitracin have 
shown evidence of nephrotoxicity. Thus, the authors 
have suggested that when the presently available 
bacitracin is used systemically, there should be re- 
peated tests for dysfunction of the kidney, and treat- 
ment should be discontinued if there is any indica- 
tion of serious damage. 

However, with doses which are not damaging to 
the kidneys, favorable and sometimes dramatic re- 
sults should be expected in surgical infections caused 
by organisms which are susceptible to bacitracin. 
As has been indicated, these organisms include a 
wide range of bacteria and are commonly found in 
surgical infections. Joun E. Karasin, M.D. 


ANESTHESIA 


Indication for Anesthesia and Mode of Introduc- 
tion of the Anesthetic for Amputation of the 
Tongue (Indicacao da anestesia e via de introducao 
do agente anestésico na amputacdo de lingua). 
Cartos A. CABRAL DE MENEZES. Rev. brasil cir., 
1948, 17: 61. 

For humanitarian reasons, local anesthesia should 
not be employed for extirpation of the tongue. In- 
travenous anesthesia is also contraindicated because 
it does not abolish certain reflexes in the operative 
field and because it may provoke a vasovagal reflex 
leading to a cardiac syncope. Rectal avertin anes- 
thesia is difficult to control and is undesirable be- 
cause of the respiratory depression. 

General anesthesia with intratracheal intubation 
is the method of choice. The nasal route should be 
used because it does not obstruct the operative field. 
Sponges placed in the pharynx prevent the entry of 
foreign material between the cannula and the wall 
of the trachea. 

If the tumor occupies the base of the tongue and 
thus interferes with the introduction of the intra- 
tracheal tube, the latter can be placed in the proper 
position through an upper tracheotomy. This 
method was successfully used by the author in one 
patient. JosepH K. Narat, M.D. 


Anesthesia for Thoracoplasty: The Use of a Pento- 
thal-Curare Mixture Supplemented with Ni- 
trous Oxide-Oxygen. Preliminary Report. Em- 
METT W. GREIF, RALPH C. RIcHArRDs, and F. A. 
DuNCAN ALEXANDER. Anesthesiology, 1948, 9: 637. 


The requisites of satisfactory anesthesia for thora- 
coplasty include adequate exchange of respiratory 
gases, smooth induction with quiet respiration, early 
recovery of an effective cough mechanism, minimal 
postanesthetic complications, and provision for facile 
intubation and tracheobronchial aspiration. A 
method by which these requisites have been largely 
attained, through the employment of the intrave- 
nous administration of a solution of pentothal sodium 
mixed with d-tubocurarine, is described. Nitrous 
oxide and oxygen mixtures are administered by in- 
halation as a supplement. 

Advantageous results are reported following the 
use of this method in 127 consecutive operations per- 
formed upon 55 patients. The necessity for diligent 
vigilance in the successful employment of this method 
is emphasized. Patients of this type usually have a 
diminished respiratory reserve and it is essential that 
they be protected from the potentially depressant 
qualities of this combination of drugs. 

Mary Frances Por, M.D. 


Hypobaric Pontocaine Spinal Anesthesia for Ex- 
ploration for Extruded Nucleus Pulposus. P. C. 
Lunp. Current Res. Anesth., 1948, 27: 301. 


A method of exploration for extruded nucleus 
pulposus is described. The method is referred to as 
the prone technique. Hypobaric pontocaine solution 
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is used in a 0.1 per cent concentration, with or with- 
out the addition of epinephrine, in a 1 to 11,000 to 
1 to 21,000 concentration. It is believed that ponto- 
caine, when given in dilute solution, is relatively non- 
toxic and possesses physical properties which accur- 
ately control its spread within the subarachnoid 
space. The anesthetic is prepared by dissolving the 
pontocaine hydrochloride crystals (niphanoid) in 
distilled water. The x of this solution is 5.6 and its 
specific gravity at 37 degrees is 1.003 and at 45 de- 
grees is 1.001. It produces maximum sensory anal- 
gesia with minimum anterior motor block. 

With the patient placed in a prone position, the 
needle was introduced into the subarachnoid space 
and from 7 to 15 c.c. (average, 10 c.c.) of the 0.1 per 
cent pontocaine solution was injected. To this was 
added epinephrine in a 1 to 11,000 concentration, 
which combination gave satisfactory anesthesia for 
a period of 3 to 4 hours or more. 

A noteworthy feature of spinal anesthesia induced 
with the smaller doses of hypobaric pontocaine was 
that tension produced by the surgeon on a nerve 
root often gave rise to pain over this area of distri- 
bution. This often aided in the location of pain 
similar in character and distribution to the pain 
complained of preoperatively. In the series of 135 
patients treated in this manner there were no severe 
complications or sequelae directly attributable to 
the method. Mary Karp, M.D. 


Spinal Epidural Block. Etias D. LAWRENCE. Anes- 
thesiology, 1948, 9: 601. 


Epidural block is a valuable method of anesthesia 
that has been neglected in this country because of an 
incorrect impression of its difficulties and dangers. 
The author hopes that the present article will stimu- 
late an interest in the use of this block for the relief 
of pain. His work confirms previous reports that 
there is no negative pressure in the epidural space. 
He reviews the essential anatomy of this space and 
describes a technique for performing epidural block. 
The apparatus includes a special needle which has a 
large bore and a blunt bevel point. 

Mary FRANCES Por, M.D. 


The Problem of Anesthesia in Switzerland (Le 
probléme de l’anesthésie en Suisse). P. DECKER. 
Helvet. chir. acta, 1948, 15: 423. 


There is no doubt that, in the matter of inhalation 
anesthesia, the Anglo-American surgical clinics are 
much more advanced than most of the clinics of con- 
tinenta] Europe, and some of the most important de- 
velopments of surgery during the past few years are 
connected with the progress of inhalation anesthesia 
made in the Anglo-American countries. The reason 
for this superiority lies in the fact that in those coun- 





tries the anesthesias have long since been performed 
by specialists who devote all of their time to this 
work. Some are licensed physician-anesthetists, but 
the greatest number are specially trained nurses. In 
Switzerland there are no such specialists and it would 
take a long time to develop them. In addition, there 
is another problem: whereas in the large clinics of 
England and America a constant stream of opera- 
tions are going on throughout the day, in Switzerland 
nearly all operations both at the hospital and in town 
are performed in the morning, with the result that if 
a specialized anesthetist would work at the hospital, 
the modest salary which he would receive would not 
amount to a living, and if he would work in town the 
hospital services would be without an anesthetist. 
Undoubtedly a few specialists would be able to earn 
a living in the largest cities, but this would not solve 
the problem of modern anesthesia for the country 
at large. 

In continental Europe the surgeons have de- 
veloped, to the limit, local anesthesia which is non- 
toxic and nonasphyxiating, yet allows long opera- 
tions. Local or regional anesthesia and inhalation 
anesthesia each have their advantages and their in- 
dications; those of local anesthesia are numerous. 

With regard to inhalation anesthesia, if the inter- 
vention is short in a subject who is in good health 
and whose respiratory apparatus remains outside the 
operative field, the procedures used up until the pres- 
ent in Europe—semi-closed ether and even chloro- 
form—can still be utilized without inconvenience to 
the patient. Nitrous oxide is excellent for induction, 
but also for the complete operation if it is not too 
long (from 1 to 2 hours), if respiration is not impeded, 
and if the circulation is not deficient. For the re- 
mainder of surgery, including all chest operations 
with open pleura, closed circuit ether-oxygen anes- 
thesia, with or without an intratracheal tube, is be- 
lieved to be sufficient and is the least dangerous for 
the patient. 

Local anesthesia may be carried out by the sur- 
geon’s assistants who may also attend to semi-closed 
ether anesthesia, but nitrous oxide and closed circuit 
ether, with or without an intratracheal tube, must be 
administered by specialized anesthetists. The author 
believes that intelligent nurses who are well trained 
and have the necessary character for the work could 
administer anesthesias as well as some anesthesiolo- 
gists who are scientists rather than practising anes- 
thetists; consequently it is not necessary to reor- 
ganize completely the anesthetic services to enable 
Swiss surgeons to apply, under favorable conditions, 
their newly acquired surgical knowledge. On the 
other hand, the use of cyclopropane and curare 
must be left to physicians. 

RIcHARD KEMEL, M.D. 
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ROENTGENOLOGY 


Rotary Kymography at 100 Revolutions (La kimo- 
graffa rotatoria a centros miltiples; dos afios de vida 
de mi método kimogrdfico). Mario Lenz. Radio- 
logia, B. Air., 1947, 10: 83. 

Lenzi describes his method of kymography and the 
results obtained after a number of years’ study in this 
type of work. It is possible to outline the contour of 
the heart with mathematical precision, as well as 
other moving organs of the body. This would in- 
clude the diaphragm, stomach, aneurysms, pulmo- 
nary cavities, and the like. The method employed 
requires considerable knowledge of mathematics and 
physics; hence the ordinary practitioner or roentgen- 
ologist will find considerable difficulty in obtaining 
exact quantitative measurements. The basic prin- 
ciple of the machine is founded on a rotary grill, the 
speed of which is known as well as the distances 
between the radiant spokes. 

STEPHEN A. ZIEMAN, M.D. 


Diagnosis of Pulmonary Stenosis by Angiocardiog- 
raphy. Mert J. Carson, THomas H. Burrorp, 
WENDELL G. Scott, and JAMES GOODFRIEND. J. 
Pediat., S. Louis, 1948, 33: 525. 

The authors have found angiocardiography of 
considerable aid in establishing, more exactly, the 
diagnosis in several types of congenital cardiac ano- 
malies, and of particular value in differentiating the 
various types in which cyanosis is a prominent symp- 
tom. The method has proved applicable to patients 
of all ages, including infants and children so small 
that cardiac catheterization is impractical. 

An autograph capable of making 10 radiographic 
exposures within 10 seconds is used. The patients 
are fasted for 4 hours before the procedure, but those 
with cyanosis and polycythemia receive subcuta- 
neous fluids preoperatively to prevent dehydration, 
and are given oxygen during the period of anesthesia. 
Infants and very young children receive general 
ether anesthesia; for older patients, local novocain 
is sufficient. 

An antecubital vein is cannulated after ligation 
of its distal portion. Patency is assured by a slow 
saline drip, and then a few drops of 70 per cent dio- 
drast are injected through the cannula. If within 
several minutes no reaction has occurred, the final 
injection is made, i.e., from 10 to 18 c.c. of the con- 
trast medium for infants 3 to 24 months of age, 20 
to 30 c.c. for children of 2 to 10 years of age, and 
30 to 40 c.c. for children between 11 and 15 years of 
age. The injection period should not be longer than 
2 seconds, and injection should be begun immediately 
after the first roentgen exposure. The rest of the 
series of roentgenograms is made in quick succes- 
sion during and immediately after the injection of 
diodrast. 
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The authors find the left anterior oblique and the 
anteroposterior views to be the two most useful 
views, and their article is accompanied by an ex- 
cellent sequence of films of the normal in each posi- 
tion. The particular advantage of the oblique view 
over the frontal view is that in the former the shad- 
ows of the pulmonary arteries are separated from 
those of the aorta, such separation being essential 
in the types of cardiac abnormality in which the 
pulmonary artery and aorta fill simultaneously. 

Angiocardiograms of 4 cases are presented, to 
illustrate the value of the method in differentiating 
various types of cyanotic congenital heart disease. 
Included are a nonfunctioning right ventricle with 
tricuspid stenosis, persistent truncus arteriosus, the 
tetralogy of Fallot, and the Eisenmenger complex. 
Autopsy proof cannot be offered, but 2 of the cases 
were explored surgically. 

The electrocardiogram of a 1 year old cyanotic 
infant showed right axis deviation, and plain roent- 
genograms revealed decreased pulmonary ventricu- 
lar markings, enlargement of the right ventricular 
salient, slight concavity of the region of the pul- 
monary conus, and a clear aortic window. A tenta- 
tive diagnosis of the tetralogy of Fallot was made 
and confirmatory evidence was sought in the angio- 
cardiograms. These revealed early filling of the left 
ventricle, which was believed indicative of an inter- 
ventricular septal defect, small pulmonary conus, 
very small pulmonary arteries, and simultaneous 
filling of pulmonary arteries and aorta, suggestive of 
an overriding aorta. At operation there was evi- 
dence of pulmonary stenosis. It is pointed out that 
the decreased caliber of the pulmonary arteries in 
itself allows differentiation of the tetralogy of Fallot 
from Eisenmenger’s complex, for in the latter con- 
dition the angiogram shows the pulmonary arteries 
to be of normal or increased size. 

Angiocardiograms of a 16 months old cyanotic 
infant with cardiac enlargement showed the dio- 
drast entering successively the superior vena cava, 
the right auricle and a very large right ventricle, 
from whence it appeared to spill over into the left 
ventricle, and visualized the beginning of a large 
common arterial pathway from which very small 
pulmonary arteries appeared to arise. These findings 
were interpreted as being those of an interventricular 
septal defect with persistent truncus arteriosus. 

The remaining case was that of a cyanotic infant 
of 14 months in whom the opaque material failed to 
flow into the expected region of the right ventricle, and 
instead appeared to pass directly from the right to the 
left auricle and then into the enlarged left ventricle. 
Both the normal sized aorta and the small pulmonary 
conus appeared to come off the left ventricle and to 
fill simultaneously. It was concluded that the right 
ventricle was either absent or occluded from the 
circulation by an atretic tricuspid valve. At opera- 
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tion there was at least evidence of pulmonary steno- 
sis. The left pulmonary artery was anastomosed 
to the aorta, with sufficient subsequent improvement 
of pulmonary circulation to relieve the cyanosis and 
polycythemia. Liz1an Donatpson, M. D. 


The Roentgenologic Significance of Hamartoma of 
the Lung. WeENpDELL C. Haty. Am. J. Roentg., 
1948, 60: 605. 

The author defines hamartomas of the lung as tu- 
morlike masses containing some or all of the normal 
histological elements which make up mature bron- 
chial or pulmonary tissue, but which are grouped in 
abnormal proportions so that one tissue element 
(usually cartilage) predominates. He is of the opin- 
ion, after reviewing the literature, that a number of 
the chondromas of the lung previously reported are 
actually hamartomas showing this cartilage predom- 
inance to an unusual degree. In support of this view 
he points to the frequent use of the compound title 
to designate such tumors: chondroadenoma, lipo- 
chondroma, fibromyxochondrolipoma, and so forth. 

The tendency of pulmonary hamartomas to un- 
dergo progressive scattered calcification or ossifica- 
tion throughout their substance, while otherwise 
showing little change in appearance over long inter- 
vals, may help the radiologist in differential diagnosis 
if the pulmonary mass is a sizable one. Usually pa- 
tients are asymptomatic, but an occasional one may 
complain of small hemoptyses at widely separated 
times. Three cases of this type are presented. The 
finding of each was incidental to chest filming for 
other cause. In each instance the mass was rounded, 
sharply circumscribed, and irregularly flecked with 
calcium. It was located near the hilum but was well- 
separated from the mediastinum. 

The first case occurred in an asymptomatic man of 
35 inwhom the presence of such mass had been known 
for 5 years, during which time its roentgen appear- 
ance had changed but little. The diagnosis was made 
preoperatively by Edward Churchill, and confirmed 
by the pathologist following resection. 

The second case was that of a man 60 years of 
age, who was hospitalized in 1947 for pneumonia. 
He had known of a rounded mass adjacent to the left 
hilum since 1926 when a roentgenogram was made 
because of an upper respiratory infection. Further 
roentgenograms were made in 1935, 1936, and 1941, 
and a comparison of these films with those made in 
1947 showed that the only apparent change in the 
mass in this 21 year interval was some gradual in- 
crease in calcification. He had been in good health 
from the time of this last previous bout of pneumonia 
(1935) until the present one, and asymptomatic ex- 
cept for an occasional minor hemoptysis. In view of 
the appearance and long unchanged status of the 
lesion, it was believed to be a hamartoma, and opera- 
tion was not performed. 

The third case of hamartoma was found in a wom- 
an of 57 during routine chest filming of her family 
in search of a focus of tuberculosis. Resection dis- 
closed a hard, well encapsulated, lobulated mass 3.5 





cm. in diameter, having a cartilaginous consistency 
and a pinkish white color. Microscopic sections 
showed large masses of cartilage embedded in loose 
connective tissue which, in turn, was covered by cili- 
ated epithelium. In some regions the epithelium- 
lined glandlike spaces between the connective tissue 
covered cartilaginous masses. The lesion was con- 
sidered to be a typical pulmonary hamartoma of the 
chondroadenoma type. 

In reviewing the literature, the author found that 
this large type of partially calcified hamartoma lying 
definitely within ‘the lung in an asymptomatic pa- 
tient, changing little with the years, was most often 
confused with ecchinococcus cyst. He believes that 
this error can be avoided by remembering that when 
calcification does occur in a pulmonary ecchinococ- 
cus cyst, it is localized to the periphery where it lies 
in the chitinous membrane. 

Smaller pulmonary hamartomas cannot be differ- 
entiated radiologically, for example, from metastatic 
nodules or ‘early primary bronchogenic carcinomas. 
Those more centrally located may not be directly visi- 
ble in films, but if strategically placed may occlude 
a bronchus and hence lead to atelectasis, just as 
bronchiogenic carcinomas are prone to do. The au- 
thor’s fourth case was of this type. The patient was 
an asymptomatic man 51 years of age, whose routine 
chest film unexpectedly showed right middle lobe 
atelectasis. His past history was negative except 
that several months previously he had coughed up a 
little blood-streaked sputum. Bronchoscopy showed 
a small, smooth, pale yellow, cylindrical tumor mass 
located on the anterior wall of the right main bron- 
chus just above the level where the bifurcation to 
the middle lobe should have been. When biopsy was 
attempted, the mass pulled away, revealing the bron- 
chus to the middle lobe. The mass measured 1 by 3 
cm. in diameter. Microscopic section showed a poly- 
poid tumor covered with normal appearing bronchial 
epithelium, and having a central core of cartilage and 
fat tissue, together with a scattering of muscle bun- 
dles. Some of the cartilage was undergoing trans- 
formation to bone. The diagnosis was hamartoma 
of the bronchus of the lipochondroma type. 

Litran Donatpson, M.D. 


Roentgenologic Deformities of the Pyloric Portion 
of the Stomach with Absence of Surgical and 
Pathologic Findings. E. L. Jenxinson and F. J. 
HAMERNIK. Radiology, 1948, 51: 798. 


The authors divide pyloric defects into 3 groups: 
(1) those produced by mechanical pressure, whether 
of intraluminal, intramural, or extraluminal origin; 
(2) those due to physiological causes; and (3) those 
described as purely functional. 

In the first group are included polyps, hair balls, 
foreign bodies, etc., as well as inflammatory, benign, 
or malignant disease of the liver, pancreas, duode- 
num, gall bladder or colon. The causes of the latter 
disease are explained on the basis of the relatively 
rich lymphatic supply of the pyloric portion of the 
stomach. No explanation is offered as to why disease 
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of contiguous organs does not produce pyloric defects 
more often. 

The second group includes pathologic conditions 
involving distant organs, i.e., the appendix, heart, 
lungs, kidneys, generative organs, and central nerv- 
ous system. This group is explained on the basis of 
involvement of the vagi and sympathetic division of 
the splanchnic nerves by disease in these organs, 
which produces reflex changes in the pylorus. The 
anastamosis of the pyloric vessels with branches of 
the portal vein is also mentioned. 

The last group consists of those cases in which no 
pathologic basis can be demonstrated, but which 
constitute a definite entity. 

The authors present a report of 6 cases of definite 
deformity of the pylorus in which no intrinsic disease 
of the pylorus was found at operation. In some of 
these, congenital bands or adhesions were found; in 
others, there was found no evidence whatsoever of 
disease. 

The authors believe that exploratory operation is 
justified in patients having this type of deformity, 
since deformities of benign etiology cannot always 
be differentiated from malignant conditions. 

Paut R. Noste, M.D. 


Diaphragmatic Hernia of the Liver (Ernia diafram- 
matica del fegato). TEor1Lo BIANCHERI and NIcoLo’ 
Porro. Radiol. med., Milano, 1948, 34: 769. 


Three cases of diaphragmatic hernia of the liver 
are reported by the author. In 2 operation was done. 

The uniform density of the shadow in roentgeno- 
grams permits the differentiation of a hernia from a 
cyst ortumor. The authors emphasize the diagnostic 
value of pneumoperitoneum and of hepatography 
after the injection of thorotrast. 

The operations were performed under general 
anesthesia, by way of the transthoracic route. The 
chest was entered through the eighth intercostal 
space and the eighth rib was severed close to the 
costovertebral articulation. The phrenic nerve was 
paralyzed by pinching it with a hemostat. Mayo’s 
imbrication technique was used for the repair of the 
hernia. 

The third patient, treated for a lung abscess, had a 
diaphragmatic hernia of the liver of traumatic origin. 
He had no subjective symptoms after the cure of the 
abscess. JosepH K. Narat, M. D. 


Multiple Osteogenic Sarcoma. ALFRED J. ACKERMAN. 
Am. J. Roentg., 1948, 60: 623. 


The author reports 2 cases, in each of which the 
first neoplastic lesion observed and diagnosed as 
osteogenic sarcoma was in the distal metaphysis of 
a femur, with subsequent development of lung 
metastases and the appearance of destructive lesions 
in metaphyses of other bones. Because of the multi- 
plicity of bone lesions, and especially because the 
late as well as the early bone lesions adhered to a 
metaphyseal location, the author considers the possi- 
bility that these later bone lesions might be separate 
primary sarcomas instead of metastatic lesions from 
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the femoral tumors. He recognizes, however, that 
proof is lacking that such was indeed the case. 

The first case was that of a 21 year old soldier who 
had had pain and swelling of the left knee for about 
a month prior to amputation at the hip in January, 
1948, and who in that interval had developed roent- 
gen evidence of progressive destruction of the left 
distal femoral metaphysis associated with a little 
periosteal new bone formation and some irregular 
calcification in the adjacent soft tissue mass. The 
surgical specimen showed a flat oval subperiosteal 
mass 9 by 5 cm. in diameter occupying the popliteal 
space and fixed to the posterior surface of the femur, 
encircling the condyles, eroding cortex, and infiltrat- 
ing marrow. 

Microscopic sections of the soft tissue portion of 
the neoplasm showed honeycomb arrangement of 
blood spaces held together by sheets of tumor cells. 
The latter were mostly large polyhedral cells with 
vesicular or hyperchromatic nuclei, while others 
were spindle-shaped. Many mitoses, and in some 
places tumor giant cells, were seen. In certain areas 
there was little intercellular substance while in others 
osteoid matrix was abundant, and here and there 
were scattered areas of calcification. Many small 
vessels contained clumps of tumor cells. Other sec- 
tions showed extensive invasion of cancellous and 
cortical bone by pleomorphic tumor cells. A diag- 
nosis of osteogenic sarcoma was made. 

Within a short time the tumor recurred in the am- 
putation stump, and a little later areas of destruction 
were found radiologically in the distal metaphysis 
of the right femur. Pulmonary metastases were 
apparent by May of 1938, and in July roentgeno- 
grams showed destruction of the distal half of the 
left clavicle with calcification in adjacent soft tissues. 
This mass became very large and necrosis followed 
with episodes of severe arterial hemorrhage. The 
patient died in September of 1938, within 10 months 
of his first complaint. 

The second case was that of a boy of 10 years who 
suddenly developed pain and swelling of the right 
knee in August of 1938, with reddening and heat of 
the overlying skin. Roentgenograms showed areas 
of destruction of the distal femoral metaphysis with 
some adjacent bony sclerosis and a wedge of sub- 
periosteal new bone posteriorly. The histopathologic 
details of the biopsy are not given but the diagnosis 
was osteogenic sarcoma, an interpretation confirmed 
by the Tumor Registry of the American College of 
Surgeons. High amputation was performed, and the 
boy did well for 18 months when he developed pain- 
ful swelling of the left knee and wrist, both of which 
showed roentgen evidence of bone destruction in 
distal femoral, proximal fibular, and distal radial 
metaphyseal areas with accompanying subperiosteal 
new bone formation and involvement of adjacent 
soft tissues. Within a brief interval pulmonary 
metastases became evident. Response to irradiation 
was poor, and the child died in August of 1940, 2 
years after the onset of illness. Autopsy was not 
obtained. Lit1aAn Donatpson, M.D. 








CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Traumatic Shock and Curare (Squasso traumatico e 
curaro). L. ImpeRAtiI, G. D’Errico, and A. Ruc- 
GIERO. Gior. ital. chir., 1948, 4: 635. 


The authors studied the effects of curare on 10 
rabbits and recorded the results in each experiment. 
Their objective was to determine the results pro- 
duced upon the circulatory system and upon the 
blood concentration. From these experiments they 
derived the following practical information: 

1. There is a great variability of individual toler- 
ance to tubocurarina (Tubarine-Wellcome). 

2. Through individual hypersensitivity, high dos- 
age, or rapid administration, there can be produced 
a state of shock which may be severe enough to 
cause death, or other phenomena of severe central 
irritation resulting in convulsions and cardiac dam- 
age. 
3. In the majority of cases this drug can be given 
without any great repercussions, either hemody- 
namic or humoral. 

4. Curare must be given with great precaution as 
errors may cause very grave accidents. 

The authors recommend that curare should be 
given slowly and in small doses. Large doses or 
rapid administration of regular doses may be fol- 
lowed by central nervous phenomena manifested by 
tonoclonic convulsions or by shock with drop in 
blood pressure accompanied by hemoconcentration 
and hyperproteinemia. 

Lucian J. Fronput1, M. D. 


Experimental Study of Wound Healing. A New 
Technique and a Study of the Effect of Deter- 
gents and of an Antacid on Wound Healing. 
S. ScHEINBERG, S. P. BRALow, and H. NECHELEs. 
Surgery, 1948, 24: 972. 

The authors devised a technique for studying 
wound healing by observing a standard punch-in- 
flicted wound through a covering of transparent 
x-ray film supported by a lucite ring and sealed with 
methocrylate polymer solution. The guinea pig was 
the experimental animal and the authors believed 
that contraction of the wound was prevented by their 
technique. 

Wound healing is expressed as the size of the healed 
area in per cent of the original wound. Some con- 
fusion arises since the tables are headed ‘‘Percentage 
Rate of Healing” but the conclusions drawn indicate 
that percentage of healing rather than percentage 
rate of healing is represented. 

The experiment was designed to test the effect of 
detergents on wound healing—sodium lauryl sulfate 
(Dreft), tetramethylammonium-hydroxide (Triton 
NE), and alkyl-dimethyl-benzyl-ammonium-chlor- 
ide (Zephiran) being used. Methyl cellulose was used 
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as a base because of its low absorbability and its 
transparency which tended to make observation of 
the wounds easier. A control on methylcellulose 
showed no statistically significant effect on wound 
healing. 

In addition, one antacid (sodium carboxymethyl- 
cellulose) was tested alone and in combination with 
magnesium oxide,sodium bicarbonate, and sodium 
lauryl sulfate. 

Variations in body weight, red cell count, hemo- 
globin, and total proteins, as well as low grade wound 
infections were found to be insignificant in their 
effect on wound healing as they occurred normally 
within the limits of this experiment. 

The results of the experiment indicate a statistic- 
ally significant improvement in healing with (1) 1 
per cent sodium lauryl sulfate in methylcellulose, 
(2) 2 per cent sodium lauryl sulfate in methylcellu- 
lose, (3) sodium carboxymethylcellulose alone or in 
combination. 

The authors do not draw conclusions concerning 
the specific reasons for the effects observed, and point 
out that the detergent action, the alkaline px, and 
the presence of a good supporting base are at least 
factors which might be of importance. 

Joun H. Kay, M.D. 


Infection: A Hospital Problem. SypNEy D. Russo. 
Med. J. Australia, 1948, 2: 627. 


A comparison is drawn between problems of infec- 
tion in the hospital during the nineteenth century 
and those during the twentieth century. 

Progress in surgery and obstetrics is shown to be 
due in part to the assimilation of the germ theory 
of disease. 

The work of Lister and of Semmelweis on anti- 
septic treatment is briefly reviewed. 

The importance of asepsis is stressed and the prin- 
ciples underlying this practice are defined. 

The problem of infection in the hospital today is 
illustrated by an analysis of postoperative wound 
infections in 253 cases of radical mastectomy and by 
a brief description of an outbreak in the hospital of 
gastroenteritis due to Salmonella derby. 

The problem of control of infection in the hospital 
is discussed under the following headings: the control 
of primary and secondary reservoir of infection; the 
use of physical and mechanical barriers against 
spread of infection; the development of increased 
host resistance by chemoprophylaxis and immuno- 
prophylaxis. 

An indication is given of how detection of carriers 
of infection should be incorporated into routine hos- 
pital practice. 

A dressing technique applicable to surgical wards 
is described. 

Oiling of floors and bedclothes is demonstrated as 
a most effective means of dust control. 
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The use of electrostatic air filtration and positive 
air pressure ventilation for dressing stations and 
operating theaters is recommended. 

The importance of masking as a means of control- 
ling droplet infection is stressed. 

Other methods of droplet control, such as barrier 
nursing and the use of ultraviolet light and of aerosol 
vapors, are briefly discussed. 

The use of mild antiseptics in dressing noninfected 
wounds at the time of operation is recommended as 
a prophylactic measure. 

Bacillus Calmette Guérin vaccination of nurses and 
students who fail to react to tuberculin, and diph- 
theria immunization of susceptible children whose 
stay in the hospital will be longer than 6 weeks, 
are suggested. 

Blood transfusion for puerperal patients suffering 
from anemia (hemoglobin value of less than 70 per 
cent) as a prophylaxis against anaerobic streptococ- 
cal infection is recommended. 

Joun J. MAtoney, M.D. 


Air Infection with Dust Liberated from Clothing. 
J. P. Ducuip and A. T. Wattace. Lancet, Lond., 
1948, 2: 845. 

The present study concerns itself with measuring 
the bacterial contamination of air produced by liber- 
ation of dust from the skin and personal clothing 
during bodily movement, the duration of air carriage 
of the bacteria-carrying dust particles, and the effec- 
tiveness of gowning as a means of preventing such 
contamination of air. 

The tests were carried out in a specially con- 
structed chamber from which air was withdrawn by 
a short tube through the wall to a slit sampler outside 
for bacteriologic examination. The samples were 
placed on either ordinary blood agar or heated blood 
agar. Four healthy men were used for the principal 
experiments, these being subjected to the following 
standard activities within the chamber: standing 
motionless; slight activity; vigorous activity; un- 
dressing and dressing and brushing clothes. Seven- 
teen experiments were performed with each subject. 

Large numbers of bacteria-carrying dust particles 
were liberated by even slight activity and the num- 
ber increased considerably as the activity became 
more vigorous. Some 1o per cent of these bacteria- 
carrying dust particles remained air-borne for over 
half an hour. Observations with two nasal carriers 
of Staphylococcus showed that the air was infected 
with this pathogenic organism more regularly, and to 
a greater degree, by the liberation of dust from cloth- 
ing than by sneezing. Staphylococcus aureus was 
present in about o.1 per cent of the bacteria-carrying 
dust particles which entered the air from the clothing 
or carriers. 

Air contamination with dust-borne bacteria from 
clothing reduced only a little (to about half) when the 
usual surgical type of sterile loose cotton gown was 
worn over ordinary clothing. However, when a 
sterile dustproof gown was employed, contamination 
was reduced to a tenth or a twentieth. Hence, under 
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ordinary circumstances, dissemination of infection 
from the respiratory tract via clothing dust to the 
air constitutes a means whereby surgical aseptic 
technique may be breached. 

Davin H. Lynn, M.D. 


Plaster of Paris as Source of Infection in Tetanus 
and Gas Gangrene. E. G. D. Murray and G. D. 
DENTON. Canad. M. Ass. J., 1949, 60: 1. 


This is the first of three articles published simul- 
taneously in the Canadian Medical Association 
Journal, dealing with the potential hazard of plaster 
of paris as an agent in the contamination of wounds 
with the organisms of tetanus and gas gangrene. The 
authors report one fatal case of tetanus which followed 
an elective arthrodesis of a tuberculous knee. 

Two and one-half weeks after operation and the 
application of a long leg cast, the wound was seen to 
be infected, bui no bacteriological study was made. 
On the thirtieth postoperative day signs and symp- 
toms of tetanus were recognized, and the wound 
exudate was studied. Clostridium tetani was found, 
together with Pseudomonas aeruginosa, Aerobacter 
aerogenes, and an anaerobic streptococcus. The 
patient died the next day. The strain of Clostridium 
tetani isolated antemortem was completely charac- 
teristic. It produced fatal tetanus in a guinea pig 
not protected by antitetanus serum but did not affect 
a protected animal. Postmortem material from the 
wound yielded a growth of Clostridium tetani, Clos- 
tridium perfringens, and Pseudomonas aeruginosa. 
The specimen removed from the knee at the original 
operation had yielded only Mycobacterium tubercu- 
losis. 

A thorough search for a source of contamination 
threw suspicion on the plaster. Unfortunately both 
casts worn by the patient had been discarded, and 
the supply of bandages from which these casts had 
been made had been exhausted. Two newer bandages 
of the same manufacture were examined and both 
were found to contain clostridial organisms, one 
Clostridium tetani. This organism was recovered 
from a piece of the second bandage which contained 
only two square inches of material. Twenty-eight 
other bandages representative of batches made in 
1945, 1946, 1947, and 1948 were examined by culture 
of the whole roll. All but one of these specimens 
exhibited anaerobes, usually in combination with 
pathogenic aerobes. Clostridium welchii was found 
in 24 of the bandages. 

Experiments with the sterilization of plaster band- 
ages indicated that single rolls could be sterilized by 
heating to 200 degrees C. for a period of 5 minutes. 
When the rolls were heated in their original contain- 
ers, 6 bandages to the package, this temperature had 
to be maintained for 2 hours to kill all organisms. 
Autoclaving was found to be unsatisfactory because 
moisture spoils the plaster. Dry heat for more than 
2 hours at 200 degrees C. was found to destroy the 
fabric of the bandage. 

The authors conclude that until only recently the 
serious infective potentialities of plaster of paris 
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have not been properly appreciated or guarded 
against. BENJAMIN F. LounssBury, M.D. 


Chronic Progressive Infectious Gangrene of the 
Skin. F. A. StmweoneE and H. L. Harpy. Ann. 
Surg., 1948, 128: 1112. 


The authors’ report concerns a 33 year old hair- 
dresser who for 2 years had shown signs of unusual 
susceptibility to infection. She was admitted to the 
hospital for treatment of a large gangrenous external 
hemorrhoid and a blisterlike pustule on the leg. Sub- 
sequently she developed a similar blister in a broad 
right paramedian abdominal scar. Both blisters 
broke spontaneously. The one on the leg healed; that 
in the abdominal scar left an ulceration which spread 
progressively until the surface of the entire scar and 
another abdominal scar sloughed away. Among the 
numerqus laboratory examinations, only 2 were of 
positive interest, namely, the increased sedimenta- 
tion rate and a leucopenia without agranulocytosis. 
The patient was acutely ill with a severe general 
systemic reaction. No pus could be obtained from 
any of the ulcerated nodules. A culture from one of 
the ulcerated areas showed Escherichia coli, Staphy- 
lococcus aureus, and alpha-hemolytic streptococci. 
A block excision of involved skin was done after the 
lesion had failed to respond to conservative therapy, 
with an immediate improvement in the patient’s 
condition. Split-thickness skin grafts were applied to 
the granulating area and healing was obtained. 

Because of the peculiar hematologic response and 
impaired liver function, it was suspected that there 
was a factor of intoxication in this case. The only 


possibility that could be disclosed was the presence 
of thioglycolic acid or thioglycolates in “‘cold wave” 
solutions which the woman handled in her work. 
The possible relationship between the manifestations 
of the infection and exposure to these substances is 


discussed. Joun L. Linpguist, M.D. 


The Effects of Streptomycin on the Eighth Nerve 
System. M. R. Drx. J. Lar. Otol., Lond., 1948, 62: 
735+ 


The author’s observations confirm the results of 
Brown and Hinshaw (1946), Fowler and Seligman 
(1947), Glorig and Fowler (1947), that streptomycin 
has a selective toxic action upon the vestibular ap- 
paratus. The precise locus of this action remains 
obscure. Joun J. Matoney, M.D. 


The Frontiers of Banti’s Disease (Les frontiéres de la 
maladie de Banti). Emre Houcke. Bruxelles méd., 
1948, 28: 2657. 

The author discusses the symptomatology, etiol- 
ogy, pathology, and treatment of Banti’s disease. 
He believes, and offers pathological findings, that 
Banti’s disease may have many causes, including 
syphilis and tuberculosis. The disease is the result 
of an alteration in the reticuloendothelial system of 


the spleen primarily, and secondarily involves the 
liver. The causes inciting this change are multiple 
but the response of the reticuloendothelial system 
is constant. The author’s pathological criteria for 
the diagnosis include: diminution of the malphigian 
corpuscles, sclerosis of the central artery of the folli- 
cle, hypertrophy of the reticulum, and atrophy of 
the sinuses of the spleen. Cirrhosis of the liver de- 
velops slowly, is less intense, and is reversible if 
splenectomy is done early in the disease. In 1 pa- 
tient splenectomy caused a complete regression of 
the liver sclerosis with ascites. 

Although Banti considered this disease as affect- 
ing only the young, the author believes that older 
individuals are frequently afflicted. He states that 
the peripheral blood picture is inconstant and never 
absolutely diagnostic, but that leucopenia, thrombo- 
cytopenia, and anemia usually occur. 

He considers splenectomy the treatment of choice 
and believes that a complete cure will result if this 
procedure is accomplished early in the disease. 

Joun H. Fiynn, M. D. 


Carcinoma Developing in Sebaceous Cysts. JosEPH 
C. PEDEN, JR. Ann. Surg., 1948, 128: 1136. 


Microscopic studies of 832 surgically removed se- 
baceous cysts revealed 14 cases of carcinoma, an in- 
cidence of 1.7 per cent. In 5 cases histologic evi- 
dence of the origin of carcinoma in the sebaceous 
cysts was not conclusive so that other evidence of 
such origin was taken into consideration. The aver- 
age age of the patients was 51.6 years. 

The relatively low incidence of carcinoma in se- 
baceous cysts does not justify considering sebaceous 
cyst as a precancerous lesion. However, in older pa- 
tients who have had a sebaceous cyst of long dura- 
tion on the face or scalp, perhaps ulcerated, and in 
which a recent change in character, such as an in- 
crease in size, has been observed, carcinoma should 
be suspected. The most common type of cancer 
found in sebaceous cysts is a well differentiated 
squamous cell carcinoma of low grade malignancy, 
and usually these have not metastasized when first 
seen. Basal cell carcinomas occur much less fre- 
quently. 

Sebaceous cysts which are suspected of fostering 
carcinoma should be treated by wide local excision. 
Immediate lymph node dissection is not generally 
necessary, although markedly anaplastic’ growths 
may justify such a procedure. Evidence of lymph 
node metastasis subsequent to previous local ex- 
cision should be treated by block removal of the 
nodes. 

With adequate treatment the prognosis is good. 
Ten of 11 patients with adequate follow-up treat- 
ment have been cured. The one uncured patient had 
unresectable lymph node metastasis. Routine his- 
tologic examination of all sebaceous cysts removed 
is advocated. Joun L. Linvguist, M.D. 
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COLLECTIVE REVIEW 


SURGICAL JAUNDICE 


Factors Influencing Injury and Repair of the Liver 


I, S. RAVDIN, M.D., F.A.C.S., Philadelphia, Pennsylvania 


IVE years have passed since Arthur Dean 

Bevan died. He had lived 82 years, during 

which period surgery had made great ad- 

vances. His surgical career extended over 
the time during which Chicago came to be known 
as one of the great centers of surgery. He was one 
of the few master surgeons of that era who realized 
his responsibility for training young men and who 
trained them. His disciples came to occupy more 
of the important chairs of surgery in this country 
than those of any other Chicago surgeon. 

Ether anesthesia was in its infancy when he was 
born, and Lister had not yet enunciated the prin- 
ciples of antiseptic surgery. At the time of his 
death, surgeons had attacked every organ and 
every body cavity. Bevan had played a worth- 
while part in this great development of our pro- 
fession. 

During a considerable portion of his life, the 
peculiarity of surgical practice which distinguishes 
it from the body of medicine, its definitive opera- 
tive procedure, had tended to obscure some of the 
most productive lines of its development. Spec- 
tacular techniques had been developed for condi- 
tions thought to be unamenable to surgery. Many 
operations which in his youth were considered im- 
possible or extremely hazardous had already 
passed out of the hands of the master surgeons 
and had become commonplace before Bevan had 
reached the zenith of his career. He was one of 
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those who early recognized that these advances 
were predicated far less on the ability of surgeons 
to perform technical feats than on the ability of 
the patient to withstand the operative assault. 
He stimulated young men whom he trained to 
know more and more of normal physiology and of 
the deviations which resulted during disease. He 
founded a new concept of training in this city, 
and his intellectual descendants have remained 
true to the traditions which he established. 

I do not propose tonight to discuss the diag- 
nosis and surgical management of those lesions 
which are associated with jaundice. I do this not 
because these matters are now completely resolved 
for they are not. Obstruction due to stone is not 
always easily differentiated from obstruction due 
to malignancy nor even from infectious hepatitis. 
The great functional reserve of the liver frequently 
masks early or even moderate parenchymal injury. 
Too often the true diagnosis is still established at 
the time of exploration. Surgical management 
can be extended, for stones in the common and 
hepatic ducts are being overlooked even when 
cholangiography is done. Common duct injury 
is far too frequent and, notwithstanding the bril- 
liant techniques which have been suggested (one 
of the most important being that of Cole and his 
associates), an adequate and permanent pathway 
for the flow of bile to the duodenum is difficult to 
obtain by reconstruction by any method. Fitts 
and Kirby, working in our laboratories, have 
demonstrated to our satisfaction that the only 
way permanently to prevent cholangiohepatitis is 
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have not been properly appreciated or guarded 
against. BENJAMIN F. LounsBury, M.D. 


Chronic Progressive Infectious Gangrene of the 
Skin. F. A. Smeone and H. L. Harpy. Ann. 
Surg., 1948, 128: 1112. 


The authors’ report concerns a 33 year old hair- 
dresser who for 2 years had shown signs of unusual 
susceptibility to infection. She was admitted to the 
hospital for treatment of a large gangrenous external 
hemorrhoid and a blisterlike pustule on the leg. Sub- 
sequently she developed a similar blister in a broad 
right paramedian abdominal scar. Both blisters 
broke spontaneously. The one on the leg healed; that 
in the abdominal scar left an ulceration which spread 
progressively until the surface of the entire scar and 
another abdominal scar sloughed away. Among the 
numerqus laboratory examinations, only 2 were of 
positive interest, namely, the increased sedimenta- 
tion rate and a leucopenia without agranulocytosis. 
The patient was acutely ill with a severe general 
systemic reaction. No pus could be obtained from 
any of the ulcerated nodules. A culture from one of 
the ulcerated areas showed Escherichia coli, Staphy- 
lococcus aureus, and alpha-hemolytic streptococci. 
A block excision of involved skin was done after the 
lesion had failed to respond to conservative therapy, 
with an immediate improvement in the patient’s 
condition. Split-thickness skin grafts were applied to 
the granulating area and healing was obtained. 

Because of the peculiar hematologic response and 
impaired liver function, it was suspected that there 
was a factor of intoxication in this case. The only 
possibility that could be disclosed was the presence 
of thioglycolic acid or thioglycolates in “‘cold wave” 
solutions which the woman handled in her work. 
The possible relationship between the manifestations 
of the infection and exposure to these substances is 
discussed. Joun L. Linpquist, M.D. 


The Effects of Streptomycin on the Eighth Nerve 
System. M. R. Drx. J. Lar. Otol., Lond., 1948, 62: 
735+ 


The author’s observations confirm the results of 
Brown and Hinshaw (1946), Fowler and Seligman 
(1947), Glorig and Fowler (1947), that streptomycin 
has a selective toxic action upon the vestibular ap- 
paratus. The precise locus of this action remains 
obscure. Joun J. Matoney, M.D. 


The Frontiers of Banti’s Disease (Les frontiéres de la 
maladie de Banti). Emme Houcke. Bruxelles méd., 
1948, 28: 2657. 

The author discusses the symptomatology, etiol- 
ogy, pathology, and treatment of Banti’s disease. 
He believes, and offers pathological findings, that 
Banti’s disease may have many causes, including 
syphilis and tuberculosis. The disease is the result 
of an alteration in the reticuloendothelial system of 
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the spleen primarily, and secondarily involves the 
liver. The causes inciting this change are multiple 
but the response of the reticuloendothelial system 
is constant. The author’s pathological criteria for 
the diagnosis include: diminution of the malphigian 
corpuscles, sclerosis of the central artery of the folli- 
cle, hypertrophy of the reticulum, and atrophy of 
the sinuses of the spleen. Cirrhosis of the liver de- 
velops slowly, is less intense, and is reversible if 
splenectomy is done early in the disease. In 1 pa- 
tient splenectomy caused a complete regression of 
the liver sclerosis With ascites. 

Although Banti considered this disease as affect- 
ing only the young, the author believes that older 
individuals are frequently afflicted. He states that 
the peripheral blood picture is inconstant and never 
absolutely diagnostic, but that leucopenia, thrombo- 
cytopenia, and anemia usually occur. 

He considers splenectomy the treatment of choice 
and believes that a complete cure will result if this 
procedure is accomplished early in the disease. 
Joun H. Fiynn, M. D. 


Carcinoma Developing in Sebaceous Cysts. JosEPH 
C. PEDEN, Jr. Ann. Surg., 1948, 128: 1136. 


Microscopic studies of 832 surgically removed se- 
baceous cysts revealed 14 cases of carcinoma, an in- 
cidence of 1.7 per cent. In 5 cases histologic evi- 
dence of the origin of carcinoma in the sebaceous 
cysts was not conclusive so that other evidence of 
such origin was taken into consideration. The aver- 
age age of the patients was 51.6 years. 

The relatively low incidence of carcinoma in se- 
baceous cysts does not justify considering sebaceous 
cyst as a precancerous lesion. However, in older pa- 
tients who have had a sebaceous cyst of long dura- 
tion on the face or scalp, perhaps ulcerated, and in 
which a recent change in character, such as an in- 
crease in size, has been observed, carcinoma should 
be suspected. The most common type of cancer 
found in sebaceous cysts is a well differentiated 
squamous cell carcinoma of low grade malignancy, 
and usually these have not metastasized when first 
seen. Basal cell carcinomas occur much less fre- 
quently. 

Sebaceous cysts which are suspected of fostering 
carcinoma should be treated by wide local excision. 
Immediate lymph node dissection is not generally 
necessary, although markedly anaplastic’ growths 
may justify such a procedure. Evidence of lymph 
node metastasis subsequent to previous local ex- 
cision should be treated by block removal of the 
nodes. 

With adequate treatment the prognosis is good. 
Ten of 11 patients with adequate follow-up treat- 
ment have been cured. The one uncured patient had 
unresectable lymph node metastasis. Routine his- 
tologic examination of all sebaceous cysts removed 
is advocated. Joun L. Lrnvguist, M.D. 
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